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*' Resolved, That this Association shall not be con- 
sidered as indorsing views of authors of papers pub- 
lished in connection with the Transactions, unless defi- 
nitely so indorsed in the Proceedings of the Association, 

* 'Resolved, That the above resolution appear annu- 
ally upon the title-page of our published Proceedings." 
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OF THE 



Medical Association of Georgia. 



Fifty-Seventh Annual Session. 



FIRST DAY— MORNING SESSION. 

Augusta^ Ga._, April i8, 1906. 

The Association met in the Miller-Walker Hall, and 
-.vas called to order by the President, Dr. W. Z. Holliday, 
of Augusta, at 10 : 45 a. m. 

Prayer was offered by the Rev. Sparks W. Melton, 
D.D. 

The President stated that the local Committee of Ar- 
rangements in providing for the exercises had cut out 
certain formalities, such as addresses of welcome, believ- 
ing that these were unnecessary. He said it goes without 
saving that the members and their guests are cordially 
welcomed to our hearts and to our homes. With this 
introduction, the order of business was proceeded with. 

Dr. William Clifton Lyle, Augusta, Chairman of the 
Local Committee on Arrangements, made the following 
verbal report : 

The report of the Committee of Arrangements is practically in- 
corporated in the official program of the Association. The meet- 
ing-place of the general Association will be in this hall (the 
2 mt 
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Miller-Walker Hall) ; the meeting-place for the House of Dele- 
gates is on the floor above, and the Council will hold its meet- 
ings in a room set aside for the purpose on this floor. 

Owing to the length of the program, instead of having a smoker 
at the Country Club at 6 p.m., it was decided to have an evening 
session, and the smoker will be given at the Commercial Club, 
at 10 p.m., instead of at 6 p.m. 

To-morrow evening (Thursday) the subscription dinner will 
be held at the Bon Air Hotel; price per plate, $1.25. 

The Commercial and Country Clubs of the city extend the 
courtesies to all of the members, during the week, so that you 
are as much members of these various clubs as those who live 
here, and we will be glad for you to avail yourselves of the 
courtesies at our expense. 



PROGRAMME. 

WEDNESDAY, APRIL i8. 

MORNING SESvSION, lO O'CLOCK. 

Prayer, by the Rev. Sparks W. Melton, D.D. 
Report of Committee on Arrangements. 
Report of Committee on Necrology. 
Report of Committee on Scientific Work. 
Report of Secretary-Treasurer. 
Special Reports. 

1. The Treatment of Colds. Geo. Brown, M.D , Atlanta. 

2. The Antrum and its Treatment, witli Special Reference to 

Accessory Complications. Arthur gT Hobbs, M.D., Atlanta. 

3. Mastoiditis and the Indications for Performing the Mastoid 

Operation. Frank M. Cunningham, M.D., Macon. 

4. The Giant Magnet as an Eye- Preserver. Ross P. Cox, M.D., 

Rome. 

5. A Report of Sixteen Hundred Cataract Operations. A, W. 

Calhoun, M.D., Atlanta. 

6. The Proper Management of Chronic Suppurative Inflaaimation 

of the Middle Ear. Dunbar Roy, M.D., Atlanta. 

7. Life liisurance Examinations: What Applicants Should be 

Admitted and what Rejected. W. S. Kendrick, M.D., Atlanta. 

8. Some Remarks on Chronic Conditions H. McHatton, M.D., 

Macon. 

9. Needed Legislation on Pare Food Laws for Georgia. O. H. 

Buford, M.D., Cartersville. 
10. Radium. F. G. Hodgson. M.D., Atlanta. 
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11. Enteroptosis. L. Amster, M.D., Atlanta. 

12. Gastric Ulcer: Its Diagnosis and Treatment. Wm. H. Moss, 

M.D., Atlanta. 

AFTERNOON SESSION, 3:00 O'CI^OCK. 

13. The Treatment of Neuritis and Other Congestive Conditions 

with the StHtic Modalities. R P. Izlar, M.D , Waycross. 

14. Dementia Praecox. J. W. Mobley, M.D., Milledgeville. 

15. Anterior Poliomyelitis. J. Cheston King, M.D., Atlanta. 

16. Paramyoclonus Multiplex, with Report of a Case. E. Bates 

Block, M D., Atlanta. 

17. Recent Studies in Rabies. James N. Brawner, M.D , Atlanta. 

18. Too Much Pathclogical Significance Attached to Findings of 

Albumin and Casts in the Urine. W. A. Mulherrin, M D., 
Augusta. 

19. The Anatomy and Development of the Peritoneum and Abdomi- 

nal Viscera. W. B. Armstrong, M.D , Atlanta. 

20. A Simple Method of Staining Spirochetae Pallida. C. R. An- 

drews, M D , Atlanta. 
-<2i. The Diagnosis and Treatment of Gall-Stones. Geo. R. White,' 

M.D., Savannah. 
22. Differential Diagnosis of G-ill-Stones. J. T. Rogers, M.D., Sa 

vannah. 
*23. Treatment to Prevent the Reforming of Gall Stones. F. B. 

Gregory, M.D., Lumpkin. 

24. Syphilis Among Negroes and How to Better Their Condition. 

D. D. Quillian, M.D., Athen«. 

25. The Treatment of Broncho- Pneumonia. S. A. Visanska, M.D., 

Atlanta. 

26. Light and Vibration, Mechanical and Chemical, as Therapeutic 

Agents. J. R. Sewell, M.D , CarroUtjn. 

THURSDAY. APRIL 19. 

MORNING SESSION, lO o'CI^OCK. 

Reading of the Minutes. 
Report of Special Committees. 

27. A New Treatment of Typhoid Fever; Fifty-five Cases, no 

Deaths. Chas. Boyd, M.D., Bowen's Mill. 

28. The Antiseptic and Eliminative Treatment of Typhoid Fever. 

J. B. Warnell, M.D., Register. 

29. The Treatment of Typhoid Fever. S. E. Sanchez, M.D., 

Barwick. 

30. The General Practitioner as a Factor in Surgery. R. R. Kime, 

M.D., Atlanta. 
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31. Report of a Case of Addison's Disease. Wm. Clifton Lyle, M.D. 

Augusta. 

32. Is There a Continued Fever Other than Malarial or Typhoid? 

J. W. Palmer, M.D., Ailey. 

33. Nephritis: Its Treatment. Arthur P. Hanie, M.D., Hartwell. ^ 

34. Antipyretics in Febrile Diseases Jas. B. Baird, M.D., Atlanta. 

35. Arteriosclerosis. Eugene E. Murphey, M D., Augusta. 

36. ArteriosclerDsis and Its Relation to Bright*s Disease. John W 

Daniel, M.D., Savannah. 

37. Scabies; with Remarks upon the Present Epidemic. Bernard 

Wolff, M.D., Atlanta. 

38. Uremia. I H. Adams, M D., Macon. 

39. An Unusual Complication Following Typhoid Fever ; Report of 

Case. J. E Sommerfield, M.!>., Atlanta. 

40. Treatment of Constipation. Theodore Toepel, M.D., Atlanta. 

AFTERNOON SESSION, 3:00 0'CI.OCK. 

41. A Case of Popliteal Aneurysm Occurring in my Practice: Cure* 

J. C. Groves, M.D., Lincolnton. 

42. Intussusception, with Special Reference to Diagnosis. Mariotk 

McH. Hull, M.D., Atlanta. 

43. Treatment of Contracted Bladder. C. W. Strickler, M.D.^ 

Atlanta. 

44. Report of Emergency Cases at Grady Hospital. 1,. T. Pattillo,. 

M.D., Atlanta 

45. Clinical Con.sideration of Tumors; Report of Cases. W. F. 

Westmoreland, M.D., Atlanta. 

46. The Influence of Respiration upon the Development of the 

Chest Deformity in Scoliosis and its Relation to the Appli- 
cation of the Plaster Jacket for the Correction of the Deform- 
ity. Michael Hoke, M.D., Atlanta. 

47. Surgical Cases. W. H. Doughty, Jr.. M D., Augusta. 

48. The History of the Modern Method of Treating Penetrating^ 

Wounds of the Abdomen. Thos. R. Wright, M.D., Augusta.. 

49. Lesions Predisposing to Cancer. M. B. Hutchins, M.D., Atlanta. 

50. Report of Five Cases of Fracture of the Femur, with Remarks- 

on Treatment and Exhibition of Extension and Counter- 
extension Apparatus. J. N. Downey, M D., Gainesville. 

51. Appendicitis. F. W. McRae, M.D.. Atlanta. 

52. Appendicitis. H. R. Donaldson, M.D.. Atlanta. 

53. Vaginal Sarcoma in an Infant Seventeen Months of Age. O. L. 

Holmes, M.D., Covington. 

54. Some Remarks on the After-Treatment of Surgical Cases.. 

Monroe Smith, M.D., Atlanta. 
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friday, april 20. 

MORNING SESSION, lO O'CLOCK. 

Reading of the Minutes. 
Miscellaneous Business. 

55. Post-Operative Phlebitis. J R. Garner, M.D , Atlanta. 

56. Hernia: My Observations and Results. W. B. Crawford, M.D., 

Savannah. 

57. Suggestive Therapeutics in the Practice of Medicine. G. T. 

Kesner, M.D , Decatur. 
5S. Antipyresis and its Feasibility. R. H. Thigpen, M.D., Augusta. 

59. Tuberculosis. J. W. Hurt, M.D., Atlanta. 

60. The Necessity for Early Di^gnosis of Pulmonary Tuberculosis. 

T. E. Oertel, M.D., Augusta. 

61. Diagnosis and Treatment of Pulmonary Tuberculosis. H. F". 

Harris, M.D., Atlanta. 

62. Acidosis. W. R. Houston, M D., Augusta. 

63. A New and Original Simplification of the Present Methods of 

Infant Feeding. Chas. E. Boynton. M.D.. Atlanta. 

64. Upon the Health of Our Children Depends the Future of the 

Nation. M. A. Purse, M.D., Atlanta 

65. Three Months Colic in Babies. W. B. Parks, M.D , Atlanta. 

66. The Prognosis in Chronic Nephritis. C. A. Smith, M.D , Atlanta. 

67. Pneumonia, Carbonate of Ammonia in Same. H. L. McCrary, 

M.D., Royston. 
68 Medical Ethics. M. A. Clark, M.D , Macon. 

AFTERNOON SESSION, 3:00 O'CLOCK. 

69. Cancer of the Uterus; Early Diagnosis. Geo. A. Wilcox, M.D , 

Augusta. 

70. A Case Extraordinary of Laceration of Perineum with Loss of 

the Base of Bladder. J. G Earnest, M.D., Atlanta. 

71. Dysmenorrhea in Young Women. Willis Jones, M.D., Atlanta. 

72. Hyperemesis Gravidarum. Ralston Lattimore, M.D., Savannah- 

73. Puerperal Eclampsia. Pryor W. Fitts, M.D., Greenville. 

74. Criminal Abortion. R. Morgan, M.D., Arlington. 

75. The Cystoscope and Its Uses. E. G. Ballenger, M.D., Atlanta. 

76. When May We Advise Gonorrheal Patients to Marry? VJ. L. 

Champion, M.D., Atlanta 

77. Gonorrhea. W. C. DeLamar, M.D., Mountain Hill. 

78. Circumcision. J H. Crawford, M.D., Martin. 
7}. New Medical Era. J. G. Edie, M.D., Nashville. 

The President th^n called for the regular order, the 
first being the Report of the Committee on Necrology, 
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which was read by Dr. Henry R. Slack, of LaGrange, 

Chairman. 

REPORT OF THE COMMITTEE ON NECROLOGY. 

The duties of the Committee on Necrology are sad and solemn. 
They begin where yours end — at death. They are nevertheless 
binding, and we believe that it is right and proper that a fitting 
memorial should be prepared and published in the Transactions 
for every member of this Association after life's fitful fires have 
ceased to glow. 

"There is a reaper whose name is Death, 
And with his sickle keen 
He reaps the bearded grain at a breath. 
And the flowers that grow between." 

This reaper never tires, but fortunately his sheaves are not 
always full, aiid we have, so far as your committee has been 
able to learn, a smaller number of names to transfer from the 
active list to the In Memoriam than usual. They are: 

Dr. DeSaussure Ford, Augusta. 

Dr. Robert H. Hightower, Dublin. 

Dr. Robert W. Hynes, Atlanta. 

Dr. Alexander Mack, Decatur. 

Dr. E. Morgan, Arlington. 

Dr. D. D. Quillian, Athens. 

Dr. I. A. Ketron, Clarkesville. 

Your committee has endeavored to secure fitting memorials- 
for these members, but has succeeded so far in securing only 
two. We have the promise of others, and request the privilege 
of having them published in the Transactions when received by 
the Secretary. 

Respectfully, Henry R. Sla.ck, 

Chairman. 

DR. D. D. QUILLIAN. 

In the death of Dr. D. D. Quillian, which occurred at Athens, 
Ga., April 17, 1906, the medical fraternity lost a most talented 
and noble fellow worker. Daniel David Quillian was born in 
White county, Georgia, November 11, 1862. His ancestors were 
of the sturdy English and Irish stock whose main ambitions were 
the uplifting of humanity and the advancement of God's cause 
in this world. Dr. Quillian was raised on a farm, and received 
his primary education in the country schools of that time. In 
1883 he entered the Sophomore class at Emory College, remain- 
ing there until 1885, when he was compelled to leave on account 
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of ill health. While at Emory he was prominent in college life, 
being a member of the Phi Delta Theta fraternity, besides win- 
ning for himself a speaker's place both years. In 1889 he gradu- 
ated from the Atlanta Medical College, and immediately there- 
•after entered into the practice of the profession at Athens, Ga., 
where he remained until his death. In early life he joined the 
Methodist church, and was always a faithful and consistent mem- 
ber, being a steward at the time of his death. "He believed in 
the power of kindness, and spanned with divine sympathy the 
gulf that separates the fallen from the pure." 

He was wise and successful in business, and the soul of in- 
tegrity. He was full of charity and public spirit. He was a mem- 
ber of the I. O. O. F., a Mason, and a K. of P. He was stricken 
down in the midst of apparent vigorous manhood, when his life 
seemed most propitious, and when his usefulness to his race and 
profession seemed fairly in its prime. Few men are more de- 
voted to the profession than was he — remarkably few so ready 
at all times and under all circumstances to respond to its exact- 
ing demands and to undergo its arduous labors. His success in 
life can only be attributed to his marked attention to detail, tire- 
less energy, and unfaltering devotion to duty. 

A wife and five children are left to mourn for an affectionate 
husband and a devoted father. The entire citizenry of Athens 
bow their heads in sorrow for the loss of one who gave the best 
years of his life that they and their loved ones might live. 

The world is better for the life he lived, and his memory is a 
priceless legacy to his friends. 

On motion, the report was adopted. 

The next order was the Report of the Committee on 
Scientific Work. 

The secretary said that the only work the committee 
did this year was the preparation of the program. In 
preparing the program, Dr. Harris and the secretary, the 
third member of the committee not being present, endeav- 
ored to classify the different topics on the program so far 
as practicable, so that papers on kindred subjects might be 
read and discussed together, and in this way save time. 
The committee felt that this was absolutely necessary, 
otherwise the Association would not be able to get through 
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with its work, considering the increased membership and 
the number of papers on the program. 

The committee suggested that inasmuch as the elec- 
tion of officers is to occur at three o'clock on Friday af-* 
ternoon, which will probably occupy the entire afternoon, 
that the papers set for Friday morning be taken up Thurs- 
day afternoon, if possible, and the program continued 
until nine o'clock, Thursday night. In this way the com- 
mittee feels that the program can be finished by Friday. 
This, however, is merely a suggestion to dispose of as 
many papers as possible. 

On motion, the report of the committee was accepted. 

The Secretary-Treasurer presented his annual report, 
as follows : 

REPORT OF THE SECRETARY-TREASURER, FOR THE YEAR 
ENDING APRIL 17, 1906. 

During the year just closed there have been organized seventy- 
eight county societies in the following counties: Baldwin, Banks, 
Bartow, Berrien, Bibb, Butts, Calhoun, Clayton and Campbell, Car- 
roll, Chatham, Cherokee, Clarke, Clay, Cobb, Colquitt, Coweta, 
Decatur, DeKalb, Dooly and Crisp, Dougherty, Douglas, Early, 
Elbert, Fannin, Fayette, Floyd, Forsyth, Franklin, Fulton, Glas- 
cock, Gordon, Greene, Gwinnett, Habersham, Hall, Hancock, Har- 
ris, Henry, Irwin, Jackson, Jefferson, Jones, Lincoln, McDuffie, 
Madison, Meriwether, Miller, Mitchell, Monroe, Muscogee, Newton 
and Rockdale, Dodge, Pulaski and Telfair, Oconee, Pickens, Pike, 
Polk, Putnam, Randolph, Richmond, Screven, Spalding, Stephens, 
Stewart and Webster, Sumter, Taliaferro, Terrell, Thomas, Tift, 
Troup, Turner, Twiggs, Upson, Walker, Walton, Ware, Warren, 
Washington, Wilkes, Worth. Six counties, having too small a 
number of physicians for independent organization, have united 
with an adjoining county, thus making eighty-four counties rep- 
resented by seventy-eight societies. The number of members in 
good standing and who have paid their dues for 1906, in the coun- 
ties named, is one thousand. In addition to this there are, in 
unorganized counties, between one and two hundred old mem- 
bers of the Association. These men are in good standing and 
will pay- their dues to the general secretary-treasurer of the 
State body until an organization in their counties can be per- 
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fected. It is the expectation of the Council to get all the ren^r.in- 
ing counties in the State organized before the next lueeting. 

The work of organization being new to the Council as well as 
to the physicians at large, the work accomplished during the 
past year is most gratifying, and its good effect is already being 
felt by the profession. 

The financial condition of the Association is shown by the fol- 
lowing statement: 

1905. 

April 17. Balance in bank $ 582 88 

Collected by L. H. J., 1905, dues 1,979 00 

Collected by County Secretaries for 190G 3,000 00 

|:).GGi hi 
1905. 

April 22. W. A. Starnes $ 5 00 

May 12. M. M. Johnson 3 00 

12. To desk 8 00 

22. " So. Ex. Co ; 3 23 

31. " B. L. Embry 3 OJ 

June 3. " So. Ex Co 2 G2 

3. " Foote & Davies 13170 

3. " Fielder & Allen 98 40 

9. " C. A. Smith (sten.) 100 00 

9. ** J. P. Stevens Co 11 75 

9. " Constitutions and Charters 33 75 

2G. " So. Ex. Co 3 15 

Sept. C. " C. R. Barksdale 2 00 

14. " Transactions and stationery 1,0G9 69 

Oct. 27. " S.C.Benedict 17 20 

190G. 

Jan. 2. " Card Index 14 10 

22. " Express 1 45 

25. " 500 Co. Con 3 50 

Mch. 15, " C. W. Long mem 71 50 

April 15. " L. H. Jones, Sec COO 00 

15. " Stamps, exchange, telegrams, etc 98 56 

$2,281 59 
17. " balance in bank 3,280 29 

$5,5G1 88 
. Respectfully submitted. 

Louis H. Jones, 
Secretary-Treasurer. 
On motion, the report of the Secretary-Treasurer was 
adopted. 
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Dr. M. A. Clark read the report of Business Transacted 
by the House of Delegates, as follows : 

REPORT OF BUSINESS TRANSACTED BY THE HOUSE OF 
DELEGATES OF THE STATE MEDICAL ASSOCIATION 
AT ITS MEETING HELD AT AUGUSTA, GEORGIA, DE- 
CEMBER 17, 1906. 

The meeting was caUed to order by President Holliday, and 
opened with prayer by Rev. Dr. Cree. 

Dr. Willis Westmoreland: I move that the President appoint 
a committee of three, of which the Secretary shall be ex-officia 
a member, to go over the credentials of the delegates to this body. 

(Motion seconded and adopted.) 

The President then appointed Dr. Jones, the Secretary, Dr. 
Willis Westmoreland and Dr. T. E. Oertel as the Committee oa 
Credentials. 

Dr. Willis Westmoreland: I move that the committee just ap- 
pointed report to the President to-morrow morning what counties 
are represented and what counties are not represented, and from 
that list the President can make his appointments of delegates 
to act for the unrepresented counties. 

Dr. : To expedite matters, I offer as a substitute that 

the Secretary go on with the call of the roll. 

Dr. M. A. Clark: I offer as a substitute for the whole that the 
members of the House of Delegates are vouched for, and that the 
Association is ready for busines. 

(Substitute offered by Dr. Clark seconded and adopted.) 

The Secretary having stated that twenty delegates were present, 
the President then announced that the House was ready fcr 
business. 

Dr. Willis Westmoreland: I move that in counties where an 
organization has been chartered by this Association that the 
members of this Association shall be limited to the members of 
the chartered county organization, and that where there is no 
county organization the membership shall be limited to the pre- 
vious members of the Association; in other words, that the So- 
ciety shs-ll not take in new members except through the regularly 
chartered county organizations. 

(Motion seconded and adopted.) 

Dr. Willis Westmoreland: I move that nobody be allowed to- 
have the floor of this Association except regularly constituted 
members of the Association. 

(Motion seconded and adopted.) 

Dr. Willis Westmoreland: I move that the councilors and dele- 
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gates arrange their reports so they will he the first order of 
husiness in the morning or at the afternoon session; in other 
words, that all business shall be reported from the House of Dele- 
gates and from the Council to the Association as rapidly as com- 
pleted or whipped into shape. 

(Motion seconded and adopted.) 

Dr. T. B. Oertel: I move that the House receive the reports 
from the Council. 

(Motion seconded and adopted.) 

Dr. M. A. Clark then made his report as chairman of the Board 
of Councilors, and reports were also made by Dr. Howkins, coun- 
cilor from the First district; Dr. W. L. Davis, councilor from 
the Second district (read by Dr. Clark in the absence of Dr. 
Davis) ; Dr. Barnum, councilor from the Third district (read 
by Dr. Clark in the absence of Dr. Barnum) ; Dr. B. C. Davis, 
councilor from the Fifth district; Dr. M. A. Clark, councilor 
from the Sixth district; Dr. A. T. Calhoun, councilor from the 
Seventh district (read by Dr. Clark in the absence of Dr. Cal- 
houn) ; Dr. Bloomfield, councilor from the Eighth district; Dr. 
Pilcher, councilor from the Tenth district. Dr. Clark, chairman 
of the Board of Councilors, stated that no reports had been re- 
ceived from Dr. W. L. Fitz, councilor from the Fourth district; 
Dr. Hardman, councilor from the Ninth district, or from Dr. 
Herrman, councilor from the Bleventh district. 

Dr. Willis Westmoreland: I move that the House of Delegates 
thank the councilors for the good work they have done. 

(Motion seconded and adopted.) 

Dr. T. E. Oertel: I move the adoption of the report, and that 
the expense accounts of the councilors be paid by this Asso- 
ciation. 

Dr. Jones: I second Dr. Oertel's motion, with the additional 
proviso that these gentlemen submit a written statement of the 
actual expense account incurred in the matter of organization, 
and that the Secretary-Treasurer be then instructed by the House 
of Delegates to reimburse them for that expense. 

(Dr. Oertel accepted the amendment, and the motion as amend- 
ed was adopted.) 

Dr. T. E. Oertel: Dr. Lyle has a resolution which he wishes, 
to present to this body for their consideration, and I move that 
he be allowed to do so. 

Dr. Jones: I move, as a substitute, that the Secretary be in- 
structed to read the resolution. 

(Substitute seconded and adopted.) 

The Secretary then read the resolution presented by Dr. Lyle. 

Dr. Willis Westmoreland: I move that the resolution be laid on 
•the table. 
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(This motion receiving no second, the chair held that there was 
nothing before the house.) 

Dr. T. E. Oertel: I move that the resolution be adopted and 
take the usual course or the proper course — the regular course. 

(This motion receiving no second, the chair held that there 
was nothing before the house.) 

Dr. McHatton: I move that this resolution be referred to the 
CJommittee on Public Policy and Legislation, with power to act. 

(This motion received no second, and the chair held that there 
was nothing before the nouse.) 

Dr. Jones: I will now make Dr. Westmoreland's motion to lay 
the resolution on the table. 

(Motion seconded by Dr. Westmoreland adopted, and the reso- 
lution was laid on the table.) 

Upon motion, the House of Delegates then adjourned. 

On motion of Dr. Claude A. Smith, the report was 
adopted. 

Under the head of Special Reports, the Committee on 
Tuberculosis asked for further time, which was granted. 

At this juncture the reading of papers was proceeded 
with. 

Dr. Dunbar Roy, Atlanta, read a paper entitled "Proper 
Management of Chronic Suppurative Inflammation of the 
Middle Ear,'' which was discussed by Drs. Williams, 
Ridley, Amster, Hiers, Smith, Slack, and, in closing, by 
the essayist. 

Dr. H. McHatton, Macon, followed with a paper en- 
titled "Some Remarks on Chronic Conditions.'' 

This paper was discussed by Drs. Roy, Elkin, Hiers, 
Craham, Lattimore, Jones, Amster, King, Williams, 
Clark, Hardman, Block, Visanska, and the discussion 
<:losed by the essayist. 

Dr. O. H. Buford, Cartersville, read a paper entitled 
"Needed Legislation on Pure Food Laws for Georgia." 

Discussed by Drs. Slack, Graham, and, in closing, by 
the author of the paper. 

On motion, the Association adjourned until 3 p. m. 
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AFTERNOON SESSION— FIRST DAY. 

The Association reassembled at 3 p.m., and was called 
to order by the President. 

Dr. R. P. Izlar, Waycross, asked that his paper, en- 
titled **Treatment of Neuritis and Other Congestive Con- 
ditions with the Static Modalities," be read by title and 
referred to the Committee on Publication. 

On motion, action was so taken. 

Dr. J. W. Mobley, Milledgeville, read a paper entitled 
^'Dementia Precox," which was discussed by Drs. Cooley,. 
Block, and, in closing, by the essayist. 

Dr. J. Cheston King, Atlanta, followed with a contribu- 
tion entitled "Anterior Poliomyelitis." 

Discussed by Dr. Daniel, and, in closing, by the essayist. 

Dr. E. Bates Block, Atlanta, read a paper on "Para- 
myoclonus Multiplex, with Report of a Case." 

Dr. James N. Brawner, Atlanta, contributed a paper on 
"Recent Studies in Rabies." 

This paper was discussed by Drs. Slack, Smith, and the 
discussion closed by the essayist. 

Dr. C. R. Andrews, Atlanta, read a paper entitled "A 
Simple Method of Staining Spirochetae Pallida." 

Discussed by Drs. Harris, Hodgson and Goldsmith. 

Dr. George R. White, Savannah, read a paper on "The 
Diagnosis and Treatmentof Gall-Stones." 

Dr. J. T. Rogers, Savannah, read a paper on "Differ- 
ential Diagnosis of Gall-Stones." 

These two papers were discussed jointly by Drs. Dan- 
iel, Graham, Slack, i\mster, Goldsmith, McHatton, Wil- 
liams, Williams (Howard J.), Doughty, and, in closing,, 
by Dr. White. 

On motion, the Association adjourned until Thursday^ 
at 10 a.m. 
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SECOND DAY— MORNING SESSION. 

The Association met at lo a.m., and was called to or- 
der by the President. 

Dr. T. E. Oertel, Augusta, presented the following 
report of the Committee on Tuberculosis : 

REPORT OF THE COMMITTEE ON TUBERCULOSIS. 

To the Medical Association of Georgia. 

Mb. President and Gentlemen: Your Committee on Tubercu- 
losis have to report as follows: 

Following your instructions the committee has been enlarged 
by the appointment of a member from each county in the State, 
except in a few instances where there was no member of the 
Association in a given county. The total membership of the com- 
mittee is now 127, quite a creditable anti-tuberculosis society 
within the Association. 

A meeting of the committee was held in Macon, October 24, 
1905, at which there was a good attendance. 

It was decided at this meeting to institute local anti-tubercu- 
losis committees by requesting each county society to appoint 
such to prosecute the work in their respective localities. 

It was also decided to endeavor to secure the cooperation of 
the authorities of the public schools, and the members of the 
committee were instructed whenever possible to deliver lectures 
to the teachers of the schools in their districts. 

The original committee of five have been constituted an execu- 
tive body. 

The committee take pleasure in reporting that the following 
resolution was on behalf of your committee introduced in the 
Legislature during its last session and passed both Houses: 

"joint resolution in favob or a committee to consider the ques- 
tion OF A state sanatorium FOB CONSUMPTIVES. 

Resolved, By the Senate and House of Representatives in Gen- 
eral Assembly convened, That the Governor be, and is hereby au- 
thorized and instructed to appoint a committee consisting of 
three members, one of whom shall be the Secretary of the State 
Board of Health; the other two to be designated for appointment 
by the Council of the Medical Association of Georgia, to consider 
the question of a State sanatorium for consumptives, and that 
they shall report to the next Legislature the best location for and 
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probable cost of erection and maintenance of such an institution, 
together with such recommendations as they deem proper (the 
report to be submitted to the Legislature sometime during' the 
first six days of the session), the committee to serve without pay, 
except actual necessary expenses, which shall be paid from 
money in the treasury not otherwise appropriated, and the Gov- 
ernor is hereby authorized to draw his warrant for the same." 

The Council presented to the Governor for appointment on 
the commission the names of Drs. L. G. Hardman and T. E. 
Oertel, and these gentlemen have been appointed, and with Dr. 
H. F. Harris, Secretary of the State Board of Health, constitute 
the commission. This commission will report to the next meeting 
of the Legislature as above. 

If the report is in favor of the erection of a State sanatorium 
for tuberculosis, your committee would respectfully suggest that 
the personal effort of each member of this Association be ex- 
pended looking towards the passage of such a bill as may be 
recommended. 

With unity of action we may accomplish much. We would 
urge upon the county societies the necessity of adopting the sug- 
gestion of your committee relative to the appointment of local 
committees on tuberculosis within these bodies to take up this 
question in their own districts and prosecute the work there. 

It would be of great benefit if at eacn meeting of the Associa- 
tion we could have a tuberculosis exhibit which would be open 
to the general public and one or more free lectures in language 
which every one could understand. 

Such exhibits have proven of great value elsewhere and caft 
not fail to be of benefit with us. 

Being entirely without funds, except those few dollars which 
the individual members of your ' committee have been able to 
collect or have themselves contributed, it Is quite impossible to 
provide for such an exhibit at present. 

The board of directors of the National Association for the Study 
and Prevention of Tuberculosis have adopted an amendment to 
the by-laws providing for the organization of an advisory council. 

Among others who are eligible for this council are "officers or 
representatives appointed by various recognized State Associa- 
tions for the prevention of tuberculosis, such representatives be- 
ing required to qualify as members of the National Association, 
the number in any case not to exceed five." 

Your committee recommend that being virtually a State organi- 
zation for the prevention of tuberculosis they may be authorized 
and instructed to affiliate with the National Association and to 
seek representation upon the advisory council under the above 
provision. 
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In conclusion, your committee earnestly request the hearty co- 
operation of each member of this Association in the work which 
you" have made our special care. 

Only by systematic and united effort can we hope to prosecute 
a winning fight against the great white plague. 
Respectfully, 

T. E. Oebtel, Chairman. 
M. A. Clabk, Secretary. 

On motion of Dr. Williams, the report was adopted^ 
and ordered published in the Transactions. 

The report of the Committee on Education was called 
for, and was read by Dr. R. R. Kime, of Atlanta, as 
follows : 

REPORT OP THE COMMITTEE ON EDUCATION. 

Mr. President: 

Your Committee on Education desires to report as follows. We 
recommend: 

First. Two sessions each school day from 8.30 a.m. to 12 m.^ 
and from 1.30 to 4 p.m. as best for the physical, mental and moral 
development of the child. 

Second. A reduction of the number of pupils to a maximum of 
forty (40) to each teacher, which with two school sessions will 
?ive more time for study periods in school and materially lessen 
work and give the teacher time to instruct pupils how to study. 

Third. A reduction in the number of studies in the schools,, 
leaving out such studies, or parts of same, as will net be of prac- 
tical benefit later in life. 

Fourth. We specially recommend medical inspection of schools, 
in all cities of ten thousand population and over in order that 
thereby more attention may be given to the physical development 
of the child. 

Fifth. That in school buildings more attention be given to 
light, ventilation, sanitary surroundings and all other hygienic 
conditions. 

Sixth. That more attention be given to the school furnishings,, 
especially that the seating be properly adjusted to the size of the 
children, and in proper relation to light and ventilation. 

In regard to the second subject assigned us, "When and how 
should boys and girls be instruxJted as to social purity and the 
social vices?" we find it diflBcult to reach a direct conclusion be- 
cause of our present ideas and customs in regard to this subject, 
so that we feel before our instructions in this line can be made- 
effective, some changes will have to be made. 
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First. The old idea that "a boy must sow his wild oats" is 
illogical and productive of evil. There is but one answer to this 
question, "Whatsoever ye sow that shall ye reap," and doubly so 
when sown in the formative stage of life. 

Second. If the woman must be pure so should the man if the 
offspring is to be pure physically, mentally and morally. On this 
subject we quote (Morrow Diseases of Marriage) : "So long as 
men may, without scruple, without violation of social laws, with 
what we might almost term tacit encouragement of society, freely 
consort with immoral women without incurring any sort of social 
stigma, so long will they continue to infect the innocent women 
they marry with diseases which soil them, which poison them, 
and which kill them." 

Third. The idea of some that continence on the part of man is 
incompatible with health is productive of much evil and should be 
condemned. 

On this subject the Society of Sanitary and Moral Prophylaxis 
has passed the following resolution and request the Medical Asso- 
ciation of Georgia to pass the same and instruct their delegates 
to the American Medical Association to vote for the same: 

"Resolved, That this society believes that continence is com- 
patible with health and reprobate the contrary doctrine as. a men- 
ace to the physical and moral welfare of the individual and of 
society." 

As to instructions on these lines we advise: 

First. That proper instructions as to sexual hygiene and social 
purity be given in the high schools and colleges to boys and girls 
separately. 

Second. This we believe can best be done by properly written 
pamphlets to meet the requirements of both sexes separately and 
placed in the hands of teachers and parents. 

Dr. R. R. Kime, 
De. Dunbar Roy, 
Dr. Theo. Toepel, 
Committee. 

It was moved that the report be accepted. Seconded, 
A member asked for an expression of opinion con- 
cerning the writing work in schools, as he knew that 
there were ocuHsts and physicians present who could give 
an expression of opinion on the effect of so much writing 
work in schools. He did not think the report touched 
that point. 

3mt 
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Dr. T. Toepel said that usually there was insufficient 
light in schoolrooms, which was really the cause of so 
many children being affected with eye diseases. However, 
there seems to be a tendency among the school authorities 
now to provide for each room a certain amount of light, 
so that every child received a certain amount of light, air 
space and floor space. This is the only way to overcome 
the difficulties now existing in schoolrooms. It should 
not be to see how many children a teacher can instruct, but 
how well and how comfortable the child can be made 
while in the schoolroom. The sanitary committees and 
committees on hygiene of the different cities, particularly 
the authorities in charge, should see to it that if a school- ' 
room is built for forty children, they should not put 
forty-one in it, or if a schoolroom is built for fifty, they 
should not attempt to crowd sixty into it. 

Dr. M. B. Hutchins thought that the committee left 
out an important thing. He did not know how it was in 
other cities in Georgia, but he believed ninety per cent, 
of the little schoolgirls in Atlanta stooped badly. They 
walked around with their backs doubled up. He did not 
know whether this was laziness or not. He was inclined 
to think, however, that it was due to the arrangement of 
the school seats and desks. He thought this was more 
important than some of the other matters brought up 
in the report. 

Dr. C. M. Curtis said it occurred to him from obser- 
vation that the school seats and patent desks which were 
used almost exclusively now in schools were gotten up 
with the idea of cheapness rather than that of comfort. 

Dr. R. R. Kime said the committee would like the 
privilege of including in the report what was said with 
reference to seats in schoolrooms. The committee would 
also like the consent of the Association to incorporate 



Fifty- Seventh Annual Session. 27 

other points mentioned in the report, if it was agreeable. 

As there was no objection offered to this, this privilege 
was granted to the committee. 

The President then put the motion, and the report of 
the Committee on Education was adopted. 

Dr. W. B. Hardman, Commerce, moved that the Sec- 
retary be instructed to send Dr. Charles Hicks, of Dublin, 
a telegram, expressing the sympathy of the Association 
in his time of affliction and inability to attend the meet- 
ing. Also on account of the death of Dr. D. D. Qtiillian, 
one of the prominent members of the Association, that 
the Secretary be instructed to send a telegram of con- 
dolence to his wife. 

The motion was seconded and carried, and the Sec- 
retary was so instructed. 

Dr. S. A. Visanska, Atlanta, read a paper on "Treat- 
ment of Broncho-Pneumonia," which was discussed by 
Drs. Williams, Kendrick, Duncan, Curtis, Oliveros, 
Holmes, and, in closing, by the essayist. 

Dr. J. E. Sommerfield, Atlanta, read a paper entitled 
•'An Unusual Complication Following Typhoid Fever; 
Report of a Case." 

Dr. J. W. Palmer, Ailey, followed with a paper on "Is 
There a Continued Fever other than Malarial or Ty- 
phoid?" 

These two papers were discussed by Drs. McHatton, 
Hermann, Curtis, Thrash, Jones, Duncan, McArthur, 
Graham, Kime, and the discussion closed by Dr. Palmer. 

Dr. R. R. Kime, Atlanta, read a paper on "The Gen- 
eral Practitioner as a Factor in Surgery." 

Dr. William Clifton Lyle, Augusta, read a paper en- 
titled "Report of a Case of Addison's Disease," which was 
discussed by Drs. Williams and Block. 
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Dr. Arthur P. Hanie, Hartwcll, read a paper on "Ne- 
phritis; Its Treatment." 

Discussed by Drs. McRae, Block, Duncan and Daniel. 
On motion of Dr. Clark, the Association adjourned un- 
. til 3 : 30 p.m. 

HOUSE OF DELEGATES. 

The House met at 2 p.m., Thursday, April 19th, and 
was called to order by the Secretary, in the absence of 
the President. 

On motion of Dr. Jones, Dr. F. W. McRae was asked 
to take the chair. 

Dr. M. A. Clark reported on behalf of the Council, as 
follows : 

REPORT OF THE COUNCIL. 

The Council begs leave to report that it has audited the report 
of the Secretary-Treasurer, and has found it correct. 

We wish to recommend the following: 

Considering the fact that the Secretary-Treasurer has much, 
more work to do under the present plan, we recommend that his 
salary be increased from $600.00 to $1,000.00. 

It was moved that the report of the Council be adopted.. 

Seconded and carried. 

Dr. Jones thanked the House of Delegates for their 
appreciation of his work. 

The Secretary read the resignation of Dr. W. L. Davis,. 
Councilor of the Second District. 

On motion of Dr. Howard J. Williams, the resigna- 
tion was accepted. 

The Secretary read the following from the Spalding 
County Medical Society : 

In view of the custom that prevails under the i)reseBt -law of 
the State of Georgia of requiring practicing physicans to attend 
court as witnesses in unimportant cases, of criminal violation ot 
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the law, at a great sacrifice of time, and often to the neglect of 
their professional duties and obligations to the sick, as well as 
to their great financial sacrifice; therefore, be it 

Resolved, by the Medical Association of the State of Georgia, 
"That in justice to suffering humanity, as well as to the interest 
of the members of the medical profession, that the State Legis- 
lature should create a law to provide some compensation to phy- 
:&icians when detained under summons as witnesses in all criminal 
cases by the courts of the State. Be it further 

Resolved, That the Committee on Legislation of the Georgia 
^Medical Association be requested to prepare a suitable bill for the 
protection of the members of the medical profession, and provide 
•compensation per day for the detention of its members when used 
■as expert witnesses, or in all criminal cases. 

On motion, this communication was referred to the 
Committee on Medical Legislation. 

The Secretary presented the following from the Fulton 
County Medical Society : 

The Legislative Committee of the Fulton County Medical Soci- 
•ety desires to call the attention of the House of Delegates of the 
Medical Association of Georgia to the fact that we understand a 
hill will be introduced at the coming session of the Legislature, 
locking to the registration of properly qualified trained nurses. 

We respectfully suggest that the House of Delegates endorse 
the efCort to raise the standard and regulate the practice of nurs- 
ing. 

L. B. Clabk, (Chairman. 
F. W. McRae, 
J. R. Simpson, 

M. B. HUTCHINS, 

Committee on Legislation. 

On motion of Dr. Williams, this communication was 
endorsed and referred to the Committee on Medical Legis- 
lation. 

The following preamble and resolutions were presented 
with reference to the Hepburn bill : 

Whekeas, It has been brought to the attention of this body that 
there is a pure food bill at present before the Congress of the 
United States, known as the Hepburn Bill, and, 
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Whereas, This bill meets with the approbation of this body,, 
representing the medical profession of the State of Georgia; 
therefore, be it 

Resolved, That the Senators and Representatives in Congress 
from the State of Georgia be earnestly requested to vote for the- 
said bill, and that they use all their influence to further the pas- 
sage of said bill. 

Resolved, That the Secretary of this Association be instructed 
to furnish each Senator and Representative from this State with 
a copy of these resolutions. 

On motion, the resolutions were unanimously adopted. 
Dr. Howard J. Williams oflfere-d the following resolu- 
tion: 

Resolved, That it is the sense of this Association that the mini- 
mum fee for life insurance examinations should be five dollars 
($5.00). 

After some discussion by Drs. White, Jones, Clark,, 
and McRae, the resolution was unanimously adopted. 

Dr. H. A. Herrman offered the following from the 
Washington County Medical Society, which was referred 
to the Committee on Medical Legislation : 

At a meeting of the Washington County Medical Society, held 
in Sandersville, on April 17, 1906, the following was introduced 
by Dr. D. L. Cheatham, and passed by unanimous vote: 

''Whereas, There has prevailed in many sections of this State 
during the six years just passed an epidemic of smallpox; and 

Whereas, Many counties and towns of this State have taken 
very mild, if any, measures to stamp out that disease; and 

Whereas, The consensus of medical opinion of the world is that 
proper vaccination is the only preventive means; and 

Whereas, There seems no efficient means now of enforcing com- 
pulsory vaccination in this State; therefore 

Resolved, That this Society, through its Secretary, urges the 
Medical Association of Georgia to take necessary steps to have 
introduced and passed by the next General Assembly a law mak^ 
ing it a misdemeanor for any person to teach in any school in 
this State without having been successfully vaccinated; or to 
allow the attendance of any pupil in any school in this State with- 
out having been successfully vaccinated, or two unsuccessful 
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attempts to secure same having been made within one year; 
provided that said law shall not apply to any teacher or pupil in 
a school not receiving its support in whole or in part from the 
funds of the State. That it shall be required of the Judges of the 
Superior Court to give this law in charge to the grand juries at 
the meeting of the Spring Term in each county. 

H. A. Hebmann, Secretary, 
Washington County Medical Society." 

On motion, the House of Delegates then adjourned, 
subject to the call of the President. 

AFTERNOON SESSION— SECOND DAY. 

The Association reassembled at 3 : 30 p.m., and was 
called to order by the President. 

Dr. Theodore Toepel, Atlanta, read a paper on "Treat- 
ment of Constipation.'' 

Dr. Marion McH. Hull, Atlanta, read a paper on "In- 
tussusception, with Special Reference to Diagnosis.'* 

Discussed by Dr. McRae. 

Dr. F. W. McRae, Atlanta, read a paper entitled "Ap- 
pendicitis, General Observations, with Operative Statis- 
tics to Date." 

Dr. O. L. Holmes, Covington, read a paper on ''Vag- 
inal Sarcoma in an Infant, Seventeen Months Old." 

Dr. Michael Hoke, Atlanta, followed with a paper en- 
titled "The Influence of Respiration Upon the Develop- 
ment of the Chest Deformity in Scoliosis and Its Rela- 
tion to the Application of the Plaster Jacket for the Cor- 
rection of the Deformity." 

Discussed by Dr. Thrash, and, in closing, by the essay- 
ist. 

Dr. W. H. Doughty, Jr., Augusta, contributed a paper 
entitled "Surgical Cases." 

Dr. Eugene E. Murphey, Augusta, read a paper en- 
titled "Arteriosclerosis." 
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Dr. John W. Daniel, Savannah, read a paper on "Ar- 
teriosclerosis in Its Relation to Bright's Disease." 

These two papers were discussed together by Drs. 
Kendrick, Duncan, Holmes, and, in closing, by the es- 
sayist. 

Dr. M. B. Hutchins, Atlanta, read a paper on "Lesions 
Predisposing to Cancer," which was discussed by a mem- 
ber, and, in closing, by the essayist. 

On motion of Dr. Jones the Association then adjourned 
until lo a.m., Friday. 

THIRD DAY— MORNING SESSION. 

The Association met at lo: 30 a.m., and was called to 
order by the Secretary, in the absence of the President, 
and of the Vice-Presidents. 

Dr. W. S. Elkin moved that Dr. F. W. McRae take the 
chair, pending the arrival of the President. Carried. 

Dr. M. A. Clark presented the report of the House of 
Delegates. (Seepage 18.) 

On motion of Dr. McHatton, the report of the House 
was unanimously adopted. 

Dr. W. S. Elkin suggested that the Association donate 
$100.00 for the benefit of the San Francisco sufferers. He 
thought it would be nothing but right for the Association 
to telegraph $100.00 to the physicians of that stricken 
city, one which had recently been afflicted by an earth- 
quake. He suggested that the Council be instructed to 
contribute this sum, and that it be sent at once through 
the Secretary of the Association. 

The suggestion was seconded, and the motion carried. 

The Secretary stated that the reading of the minutes 
had not been customary, and it was practically an impos- 
sibility for the official stenographer to furnish daily min- 
utes of the enormous amount of notes taken by him. He 
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thereupon moved that the reading of the minutes be dis- 
pensed with, and that the report, as furnished by the 
official stenographer in typewritten form, be considered the 
•official minutes of the Association, and be pubHshed in 
the Transactions in that form. 

Dr. M. A. Clark said, as a matter of fact, no minutes 
should be read before the general body. Reading of the 
minutes and reports of committees should be before 
the House of Delegates, and then the action of the 
House of Delegates simply reported back to the Asso- 
ciation. 

Seconded and carried. 

At this juncture, it was moved that the election of 
officers be set for two o'clock, Eastern time. Seconded. 

The President ruled that it would require unanimous ^ 
consent to change the order of business. 

Dr. Hardman said the time of election was provided 
for in the Constitution, and it could not be changed. 

The President ruled that this point was well taken. 

Dr. R. H. Thigpen, Augusta, read a paper entitled 
■*'Antipyresis and Its Feasibility." 

Dr. T. E. Oertel, Augusta, read a paper on *'The Ne- 
cessity of Early Diagnosis of Pulmonary Tuberculosis." 

Dr. H. F. Harris, Atlanta, followed with a paper en- 
titled "Diagnosis and Treatment of Pulmonary Tubercu- 
losis." 

These papers were discussed jointly by Drs. Thrash. 
McHatton, Block, Jones, and, in closing, by the essayists. 

Dr. Charles E. Boynton, Atlanta, read a paper entitled 
■*'A New and Original Simplification of the Present Meth- 
ods of Infant Feeding.'' 

Discussed by Dr. Clark, and, in closing, by the essayist. 

Dr. Claude A. Smith, Atlanta, read a paper on ''The 
Prognosis in Chronic Nephritis." 

Discussed by Dr. Williams. 
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Dr. M. A. Clark, Macon, read a paper on "Medical 
Ethics,'' which was discussed by Drs. Lattimore, Hard- 
man, McArthur, and, in closing, by the essayist. 

On motion, the Association adjourned until 3 p.m. 

HOUSE OF DELEGATES. 

The House of Delegates met at 2 p.m., with Dr. F. W. 
McRae in the chair. 

Dr. M. A. Clark reported for the Council relative to 
the suggestion or motion of Dr. Elkin that after due de- 
liberation the Council think it unwise to appropriate $100 
from the funds of the Association for the suffering physi- 
cians in San Francisco. The Council recommend that the 
amount be taken up by individual subscription. Accord- 
ingly, the Council have subscribed $10.00. 

On motion of Dr. Jones, the report of the Council was 
adopted, and the Secretary instructed to send the funds 
to some member of the medical profession in San Fran- 
cisco for proper distribution. 

The Secretary read the following: 

Resolved, That a bill be introduced at the session of the next 
Legislature amending the bill creating State Boards of Medical 
Examiners, which shall give said Boards the right to revoke 
licenses for cause. 

Jos. EVK AlXEX, 

Dean Medical Department University of Georgia. 
E. C. Thbasit, 
Professor Path, and Bact., Atlanta School of Medicine. 

W. S. Kendbick, 
Professor Pract. Med., Atlanta School of Medicine. 

J. B. S. Holmes, 
President State Board of Medical Examiners. 
W. D. Tbavis, 

Vice-President.^ 
Fred. D. Patterson, 
Member Reg. Board of Medical Examiners.. 
W. S. Elkin, 

Dean, A. C. P. and S. 
Wm. Perbin Nicolson. 
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On motion, the resolution was referred to the Commit- 
tee on Medical Legislation, with the recommendation that 
^uch a bill be drafted and introduced at the next session 
of the legislature. 

Dr. M. A. Clark presented the following resolution : 

Resolved, That aU cases of Illegal practice of medicine be re- 
ferred to the councilors of the respective districts, and that it 
shall be their duty to do all In their power to secure conviction 

and punishment of said offenders. 

Jos. Eve Allen, 

Dean Medical Department, University of Georgia. 

W. S. Kendbick, 

Professor Pract. Med., Atlanta School of Medicine. 

E. C. Thrash, 

Professor Path, and Bact., Atlanta School of Medicine. 

J. B. S. Holmes, 

President State Board of Medical Examiners. 

W. D. Travis, 

Vice-President State Board Reg. Medical Examiners. 

Fred. D. Patterson, 

Member State Board Examiners. 

W. S. Elkix, 

Dean A. C. P. and S. 

Wm. Perrin Nicolson. 

After some discussion, this resolution was laid on the 
table. 

Dr. T. E. Oertel offered the following amendment to 
the Constitution: 

Article IX., Section 3. Strike out "and without nomination," 
and insert "upon nomination of the House of Delegates, no mem- 
ber of the House of Delegates to be eligible for ofllce of Presi- 
dent." (To lie over one year.) 

Dr. M. A. Clark stated that in the new Constitution no 
provision is made for honorary members. Provision 
should be made for them, and County Medical Societies 
should be allowed to have honorary members. 

The President said that unless there is objection on 
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the part of any member of the House of Delegates, Dr. 
Clark would prepare such an amendment as was neces- 
sary, to lie over until next year, but submitted to the Sec- 
retary for publication in the Transactions. 

It was suggested that the names of honorary members 
submitted be published in the Transactions this year. 

There being no further business to come before the 
meeting, the House of Delegates then adjourned sine die. 

AFTERNOON SESSION— THIRD DAY. 

The Association reassembled at 2 p.m., and was called 
to order by Dr. F. W. McRae, in the absence of the 
President. 

Dr. M. A. Clark reported the action taken by the House 
of Delegates with reference to the suggestion of Dr. El- 
kin, to appropriate $100.00 for the sufferers in vSan Fran- 
cisco. (See report of House of Delegates, page 34.) 

On motion, the action of the House of Delegates was 
concur! ed in. 

EI.HCTION OF o^ncKRS. 

The election of officers was proceeded with. 

The President appointed as tellers Drs. J. W. Palmer, 
J. Lawton Hiers, W. W. Pilcher and E. C. Davis. 

The result of the election was as follows : 

President, Dr. H. H. Martin, Savannah. 

First Vice-President, Dr. T. E. Oertel, Augusta. 

Second Vice-President, Dr. J. W. Palmer, Ailey. 

Councilors : Second District, Dr. F. G. Patterson, Cuth- 
bert. 

Ninth District, Dr. W. B. Hardman, Commerce. 

Tenth District, Dr. W. W. Pilcher, Warrenton. 

Eleventh District, Dr. J. D. Herrman, Eastman. 
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Delegates to th.e American Medical Association : Dr. T. 
D. Coleman, Augusta; Dr. George R. White, Savannah,, 
and Dr. H. F. Harris, Atlanta. 

The newly-elected President was escorted to the plat- 
form, and, after being introduced by the retiring Presi- 
dent, said: I am sure the honor that has been conferred 
upon me is greater than I can express in words or than 
anybody can express for me. I shall endeavor to the best 
of my ability to be a worthy successor of your retiring 
President. (Applause.) 

Dr. J. S. Howkins, Savannah, said he had been in- 
structed by the city of Savannah to extend an invitation 
to the Association to hold its next annual meeting there. 

It was moved by Dr. T. E. Oertel, and seconded, that 
the Association hold its next annual meeting in Savan- 
nah. Unanimously carried. 

The following papers w^ere read by title, and referred 
for publication in the Transactions : 

"Radium," by Dr. F. D. Hodgson, Atlanta. 

"Enteroptosis," by Dr. L. Amster, Atlanta. 

"Report of Five Cases of Fracture of the Femur, with 
Remarks on Treatment and Exhibition of Extension and 
Counter-Extension Apparatus,'' by Dr. J. N. Downey^ 
New Holland. 

"Tuberculosis," by Dr. J. W. Hurt, Atlanta. 

"A Case of Laceration of the Perineum, with Loss of 
the Base of the Bladder," by Dr. J. G. Earnest, Atlanta. 

"Hyperemesis Gravidarum," by Dr. R. Lattimore, Sa- 
vannah. 

"When May We Advise Gonorrheal Patients to Mar-" 
ry?" By Dr. L. Champion, Atlanta. 

Dr. E. C. Thrash, Atlanta, moved that a vote of thanks 
be extended to the physicians and citizens of Augusta for 
the cordial and hospitable manner in which the members 
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and guests have been entertained during their stay in Au- 
^sta. 

This motion was seconded and unanimously carried. 

The Secretary said that all papers, whose authors were 
present, but were not read, would be read by title, and 
published in the Transactions. A motion to this effect 
was made and carried. 

On motion, the Association then adjourned, to meet in 
Savannah, 1907. 



THE PROPER MANAGEMENT OF CHRONIC 

SUPPURATIVE INFLAMMATION OF THE 

MIDDLE EAR. 



By DUNBAR ROY, M.D., Atlanta. 



A chronic discharge from the ear is no longer looked 
upon as a "necessary evil," it matters not what may be 
the character of the secretion. What cures of this condi- 
tion that can not be accomplished by local and constitu- 
tional therapeutic measures can be accomplished by sur- 
gical intervention. Chronic middle ear suppuration should 
be placed in the same category as chronic appendicitis, 
and like the latter, should receive the same kind of treat- 
ment. The general public has become educated upon 
the necessity of being operated upon for appendicitis, 
while chronic fetid suppuration from the middle ear they 
look upon as of no consequence, failing to realize that 
such patients are calmly resting upon a smoldering vol- 
cano which at any time may develop into a sinus throm- 
bosis or a brain abscess, to be followed quickly by death, 
and in many cases the cause incorrectly stated upon the 
burial certificate. 

Fetid discharge from the ear has been the bete noir of 
the general practitioner, and even of the specialists for 
years past, but in the recent development of aural surgery, 
as exemplified by Schwartze and Stacke, this condition 
need no longer be allowed to run its indeterminable course, 
undermining the health of the patient, but by a thorough 
and radical operation this pathological condition can be 
removed and the discharge cured. 

l39) 
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Allow me to make myself clear as to the meaning of a 
chronic discharge from the middle ear. There are two 
kinds of chronic discharges: i. A catarrhal, mucoid se- 
cretion, free from odor except when the ear has not been 
cleansed for some time, coming from the middle ear 
through a perforation in the drum, associated wnth the 
same kind of catarrhal secretion in the nose and naso- 
pharynx. This condition can nearly always be cured by 
local therapeutic measures directed to both the ear and 
the nasal mucous membrane. This form of middle ear 
discharge is frequently seen in children, especially those 
with adenoids in the nasopharynx, and in those recover- 
ing from measles and scarlet fever. Proper and thorough 
treatment of this form will produce a cure, frequently the 
only thing necessary being the removal of the adenoids. 
However, if the condition is not treated, it will pass into 
the next fonn, of which especially I wish to speak. 

2. Discharge from the middle ear, of whitish desqua- 
mated epithelium, with purulent fetid secretion, destruc- 
tion of the drum membrane, and in many cases erosion and 
liquefaction of the auditory canal at the point where the 
drum should exist. This is the form that must usually 
be designated as chronic, and is the form nearly always 
existing if over a year in duration. 

All chroi *c suppurative discharges must have previous- 
ly been acute in character, but whether due to neglected 
treatment at the time or to some inherent constitutional 
dyscrasia, such is frequently hard to decide. There is al- 
ways some reason why one child suffers with a chronic 
discharge for months and years, from the middle ear, fol- 
lowing an attack of measles or scarlet fever, while an- 
other child will have equally as severe an acute condition, 
and yet the discharge will cease in a few weeks. In such 
cases as the former, I have never failed to find some 
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hereditary systemic dyscrasia, it matters not what we call 
it, whether inherited syphilis, scrofulosis, tuberculosis, 
cretinism, chronic adenitis, etc. Consequently, when such 
discharges have become chronic in individuals suffering 
W'ith any of the constitutional dyscrasias, it is very easy 
for local changes to take place in the middle ear, such as 
polypoid degeneration of the mucous membrane, necrosis 
of the ossicles and walls of the tympanic cavity, the for- 
mation of cholesteatomatous masses, which when they 
have once found a firm foothold, are ahnost impossible to 
be eradicated except by surgical measures. In such cases, 
thorough and appropriate treatment should be used at the 
time of the acute attack, and thus avoid in many cases the 
extension of the same into a chronic condition. Proper 
treatment of these cases in the acute stages will, in the 
majority, prevent a subsequent chronic trouble. I am 
firmly convinced that most of the cases of chronic suppur- 
ation from the middle ear result from the mastoid antrum 
having been seriously affected at the time of the acute 
trouble, and if the same had been recognized at that time 
and a simple mastoid operation performed then upon the 
ear, the subsequent trouble would in all likelihood have 
been avoided, and the necessity for a more radical oper- 
ation have been removed. In the treatment of such cases, 
internal constitutional medication plays as prominent a 
part as all the local remedial measures at our command ; 
consequently, the work of the aurist should go hand in 
hand with that of the family physician. Coming now to 
those cases which are chronic when seen by us for the 
first time, let us consider their symptoms and their proper 
management should we desire the best results. 

Cases of chronic suppuration from the middle ear are 
multiform in variety. Just as acute cases differ in sever- 
ity, so also the chronic forms. Objective appearances: 
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These vary greatly. The longer the time the discharge 
has existed, the more destructive will be the appearances. 
In all of these chronic cases, as a rule, if there has been no 
active treatment, the walls of the auditory canal will be 
found white and glistening, the epithelial layer of the 
skin having been entirely eroded by the passage out of 
the secretion. On syringing one of these chronic ears 
which has not been treated, we will find coming away w^ith 
the water large flakes of desquamated epithelium, both 
from the drum, canal and tympanic cavity. When this is 
removed, we find that the drum membrane will con- 
tain perforations of all sizes, and in many cases only a rim 
of this membrane will be present. Experience and ob- 
servation teach us that the longer the chronicity has been 
present and the more severe has been the purulent process, 
the more destruction of the drum membrane we are 
liable to find. 

In some cases, the mucous membrane of the middle ear 
will be white and sclerosed, while in others it will be red 
and granular in appearance, and in some cases showing a 
distinct polypoid degeneration. 

If, with the destruction of the drum membrane, we 
find also an erosion of the inner wall of the canal and the 
tympanic cavity, with the presence also of cheesy, fetid 
secretion, then we have the suppurative condition in its 
worst form, and it is just in these cases that complications 
of a most serious nature are liable at any time to occur. 
By means of a probe passed up into the tympanic vault or 
back towards the mastoid, necrosed bone is nearly always 
likely to be found, and rarely ever have I found that dis- 
gusting fetid odor without discovering the presence of 
dead bone. In fact, experience teaches me that, in nearly 
all of those cases where the odor is exceedingly offensive, 
the drum membrane destroyed and the attic filled with 
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cheesy masses, nothing short of a radical operation will 
be sufficient to effect a cure. In many of these cases there 
will have been an involvement of the mastoid bone at the 
time of the acute attack, but having free drainage by way 
of the auditory canal and middle ear, the symptoms may 
not have been severe enough to warrant a mastoid oper- 
ation at the time, and yet sufficient to cause a disintegra- 
tion of the cell spaces of the mastoid, and especially of 
the antrum itself. For this reason, a mastoid operation 
performed during an acute attack, when every symptom 
points to the involvement of this bone, even though the 
classical symptoms of redness and edema over the mastoid 
be absent, will often be the one treatment w^hich will save 
the patient years of chronic trouble, save the hearing and 
be a probable preventive of a more radical operation in 
this region at some later date. I have rarely ever done 
a radical operation upon the middle ear where I have not 
also found some chronic changes in the mastoid and in 
some cases even a small fistulous opening may be found 
on the surface of the mastoid, which shows the previous 
involvement of this bone. In many of these cases, the of- 
fensive odor from the ear involved is sometimes terrific, 
being a symptom which, in itself, will necessitate an 
operation. 

Such a case as this recently came under my care. A 
young girl, nine years of age, an inmate of the Home for 
the Friendless, was sent to me with a note saying the dis- 
charge and odor from one of the ears of this patient was 
so offensive that her teacher at the public school had sent 
her home with the message that the odor was so dis- 
agreeable in the schoolroom as to be compelled to request 
the withdrawal of this girl from school. On examination, 
I found the left auditory canal with a cheesy cholesteato- 
matous mass, which when washed away, disclosed the 
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middle ear with drum destroyed and only remnants of the 
ossicles remaining. The odor was something fearful. 
She was placed in the Grady Hospital, where I performed 
a radical operation two days later without skin grafting; 
in the canal. It took eight weeks for the middle ear and 
canal to heal, but after that the ear was thoroughly dry, 
all odor disappeared, and in the same time the patient 
gained ten pounds. Previous to this, the ear had been 
treated in the ordinary way for five years without re- 
sults of benefit. 

Subjective symptoms : These also vary greatly. Some 
patients with suppurative otitis media go through life 
without any discomfort whatever, while others experience 
pain in the ear whenever they take a cold, suffer with 
neuralgia of the head and face, headaches and general- 
discomfort, vertigo, and above all, a general lack of what 
we call good health. That such a suppurative process is 
a drain upon the entire constitution has long been recog- 
nized by otologists, and although the discharge may seem- 
ingly be perfectly free, yet there can n:)t be any question 
of the absorption into the lymphatics of a certain amount 
of this poisonous material. It is self-evident, then,, that 
it is for the best interests of the patient that he be cured 
of such a pathological process. An acute exacerbation on 
top of a chronic process is always more serious than an 
acute process occurring in the ear for the first time, since 
in the former the surrounding walls are not near so able 
to act as a barrier against any outward extension of the 
acute process as they would be in the latter case. Conse- 
quently, most of the complications which arise occur in 
cases where the acute attack has been preceded by a 
chronic condition. 

The treatment of chronic suppurative otitis will dividc- 
itself naturallv into two heads : 
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(i) Conservative, or such as are treated by the local 
application of medical remedies. 

(2) Radical, or such as are treated by surgical inter- 
vention. 

I. When a suppurative condition of the middle ear has 
been treated for a year without decided betterment of the 
pathological process, the question of management resolves 
itself into either allowing the discharge to continue in- 
definitely or to undertake its cure by a radical surgical 
procedure. 

Otologists differ very greatly as to the best remedies 
and the best mode of applying these in the treatment of 
this condition. Some advocate the dry method, or that of 
the insufflation of powders, while others cling to the 'Svet 
method/' or that of syringing the ear and the use of drops. 
After all, the success in curing a discharging ear by topical 
applications is largely a matter of personal thoroughness 
of the physician, it matters not what method is used. I 
mean by thoroughness, the giving of the time to each 
treatment instead of seeing the patient occasionally and 
allowing the treatment to be carried on at home during 
the interval. That some remedies possess more germi- 
cidal and therefore a more curative effect upon a diseased 
condition of the middle ear than others is certainly not 
a fact to be questioned. During the last five years I have 
used a solution of formalin with decidedly more efficacious 
results than any remedy used previously. The use of this 
remedy is always tried for several months, and even a 
year, before considering a radical operation, unless there; 
are some decided subjective or objective symptoms which 
would lead me to act otherwise; such, for an instance, as 
almost continuous headache on the side of the affected 
ear; an old fistula over the mastoid process; a large area 
of necrosed bone or the presence of cholesteatomatous 
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masses in the middle ear ; an ear that has previously been 
treated for a long time by a good otologist without bene- 
fit. These are conditions that might influence me in urg- 
ing an immediate radical operation. My method of treat- 
ing the ear by topical applications is as follows : 

The patient, at the very beginning, must be seen daily,, 
and then the visits diminished as the case yields to treat- 
ment. The patient's ear is syringed out thoroughly with 
a warm saline solution, followed with peroxide of hydro- 
gen held in the ear, to be followed immediately with an- 
other syringing with the saline solution. The ear is then 
dried with cotton, after which a solution of formalin is 
dropped and held in the ear for five minutes. I start with 
one drop of 40 per cent, solution to two ounces of water, 
and this is gradually increased to two drops from day to 
day, and up to the strongest point of toleration by the pa- 
tient. This remedy is nearly always followed by a dull ach- 
ing and pain, and in some individuals there must be an in- 
terval of rest; otherwise, a dermatitis of the canal may 
intervene. If there is much discharge, the patient is in- 
structed to syringe the ear at home, and to use also drops 
of a very mild solution of formalin. Should the use of 
this remedy cause too much swelling and irritation in the 
ear, then it is best to stop for a few days, using only the 
syringing with saline solutions to be followed by the use 
of aristol powder. After several years' trial of all the 
various topical remedies which have been suggested for 
this condition, I have at last found that the above method 
gives the most satisfactory results, and will frequently 
cure when all other remedies have failed. I am by no 
means an advocate of the dry method, or that of filling 
the ear with powder, stopping the discharge to all ap- 
pearances, but leaving the morbid condition beneath it 
unchanged. How^ever, a combination of the two will 
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sometimes prove most encouraging in its results. For 
instance, the aurist will find that occasionally an ear will 
heal if, after cleansing and drying the same, a light coat- 
ing of boracic acid or aristol powder is dusted into the 
middle ear. For this reason, the methods of treatment 
must be changed according to the practical judgment of 
the aurist. 

In using these local therapeutic remedies, we must by 
all means remember to put the middle ear in as good a 
condition as possible ; for free drainage from every little 
crevice and the inspection and palpation of every part 
of this region is absolutely necessary to secure the best 
results from the treatment which is to follow. This 
means the removal of any remnants of the drum mem- 
brane, and necrosed ossicles; the curetting away of any 
diseased tympanic wall, especially in the region of the 
attic and the removal as thoroughly as possible of all 
polypoid mucous membrane. This latter must be done 
before local remedies can have the desired effect. 
" 2. If, after a thorough and consistent trial of the con- 
servative treatment, the fetid discharge still continues, 
and especially if there is present necrosed bone, then we 
are forced to subject the patient to the radical operation 
if we would effect a cure. I mean by a thorough and 
consistent trial, the use of every remedy that is likely to 
be healing to the ear, for aurists well know that the sim- 
ple change of local remedies will sometimes cure an ear 
which previously seemed impossible to heal. Not long ago 
I examined a little girl twelve years old, who had under- 
gone two mastoid operations at the hands of another au- 
rist, and yet the discharge from the middle ear indicated 
a necrosed condition of the tympanic walls. I gave it as 
my opinion that nothing short of a radical operation 
would produce a cure. This the parents refused, but asked 
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that I treat the case locally, even if I thought it could not 
be cured. This I consented to do, and strange to say, in 
a month's time both ears were dry and apparently healed. 
Since this experience, I am still more conservative in the 
thorough trial of local treatment before resorting to the 
more radical. Especially is this true in children and in 
those who have adenoids in the nasopharynx — a condi- 
tion which should always be removed before we think of 
doing a radical operation upon the ear. 

By the radical operation^ we mean the removal of all 
necrosed bone in and around the tympanic cavity, includ- 
ing the ossicles, a result which can only be accomplished 
by removing the bone between the mastoid antrum and 
middle ear, throwing thus the auditory canal, the mastoid 
antrum and the middle ear into one cavity. Let us men- 
tion the fact here that this operation is not to be spoken 
of lightly as being one of simplicity and easy of execution, 
for few operations require better anatomical knowledge, 
more deftness in the manual technique and better opera- 
tive judgment than is required in the so-called radical 
operation on the middle ear. An extensive experience 
with this operation upon the cadaver should have been 
acquired by every operator before undertaking it upon the 
living — an experience which is not only due the patient, 
but is also due the physician himself. The surgical skill 
necessary in the proper performance of this operation has 
not been recognized by the laity, certainly not to that de- 
gree with which they consider an operation for appendi- 
citis, w'hen, in fact, an operation of the latter nature is 
much simpler, requires much less time, and is being per- 
formed successfully by almost every physician with any 
surgical experience. 

In the performance of the radical operation upon the 
middle ear, the occurrence of the following results must 
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be considered, and should be intelligently placed before 
the patient or his parents before the same is undertaken. 

1. Injury to the facial nerve with a consequent facial 
• paralysis for a more or less definite time. 

2. A loss in the amount of hearing power in that ear, 
as compared to that which existed before the operation. 

3. A possibility that the discharge may not be entirely 
cured. 

4. A last possible result need hardly be considered, and 
that is an injury to the sigmoid sinus, an accident not lia- 
ble to happen to the careful operator. 

The technique of the operation is as follows : The pa- 
tient is prepared just as we do for all major operations, 
the hair shaved for an inch above and behind the ear, the 
parts thoroughly cleansed with a bichloride solution and 
a pad placed over the ear until the patient is on the table 
under the anesthetic. 

An incision is now made through all the tissues down 
to the bone, commencing at the middle of the tip of the 
mastoid, extending up in a curved direction around the 
top of the ear to a point directly above the base of the 
tragus and about one-fourth of an inch from the attach- 
ment of the auricle to the external auditory opening. -With 
a periosteotome the soft parts are pushed back and the bone 
laid bare over the mastoid and above the external audi- 
tory canal. With a small blunt periosteal elevator the canal 
is detached posteriorily and above down to the tympanic 
ring, leaving as much undisturbed anteriorily as possible as 
an anchorage when the same is replaced. A strip of gauze 
is now pushed down in front between the cartilage and 
the bony canal, and brought out again through the natural 
•canal opening, thus serving most admirably as a retrac- 
tor for pulling forward the membranous canal. At this 
point operators differ as to the next line of procedure. 



60 Chronic Middle Ear Suppuration. 

but in my own work I have been exceedingly well satis- 
fied with the following technique : With a chisel and mal- 
let, the bone is carefully removed in layers from the supra- 
meatal triangle downward, following closely the posterior ' 
wall of the canal until the antrum of the mastoid has been 
entered. A probe is now bent and passed from the an- 
trum into the attic of the middle ear, and this must remain 
as our guide in preventing an injury to the facial nerve. 
With gouge, bone forceps and currettes, the superior and 
supero-posterior walls of the bony canal are gradually re- 
moved, giving the opening thus made a conical shape with 
the apex toward the middle ear. In removing the bone 
just above and belpvrTER^^ wchich has been passed 

from the antrura^fe tIiea}iidcire^e^'Ve must be exceed- 
ingly careful, wnfee it is just here tfeAan injury to the 
facial nerve islqjpsi'fikelp^o occur. Kometimes in re- 
moving the sup^rioivwai^Qf^irtje canaVwe are apt to un- 
cover the dura, ohK^J^^^A^opg^ us much concern, 
since this membrane has a w^onderful ability in taking 
care of itself. When all the bony canal required hks been 
removed, 'we can then inspect directly the tympanic cavity 
and remove without difficulty the ossicles and any rem- 
nants of the drum membrane which may still exist, and 
also be able to curette thoroughly the tympanic cavity. 
In curetting, we should be very careful ; otherwise we are 
very likely to injure the facial nerve and the anesthetizer 
should watch carefully for any muscular twitchings about 
the face when the surgeon is working in this region. The 
mastoid antrum, auditory canal and tympanic cavity hav- 
ing now been thrown into one cavity, and all foci of 
chronic suppuration having been removed, and the whole 
cavity having been thoroughly swabbed with alcohol, we 
are ready to replace the auricle and membranous- 
canal. Since the auditory canal is now much larger pos- 
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teriorly than previous to the operation, the cartilaginous 
membranous canal in its natural shape will not be able to 
fill this new formed cavity, consequently we slit the 
membranous canal supero-posteriorly all the way from its 
inner extremity up into the concha of the auricle, and 
then replace this slit membranous canal. This is held in 
place by an iodoform gauze packing through the normal 
auditory meatus deep into the middle ear, which, in this 
manner, will hold the membranous against the bony ex- 
ternal auditory canal. There is, of course, a space left 
between the cut surfaces of the membranous canal which 
can be filled immediately by skin grafts, or this operation 
be postponed until a later time. Primary skin grafting is 
exceedingly difficult of performance, and the results not 
at all encouraging. The posterior skin incision is now 
closed entirely by interrupted sutures^ while the middle 
ear is treated and drained through the normal auditory 
meatus. A wet bichloride gauze dressing is now placed 
over the ear and the whole secured with a roller bandage. 
In the description of this operation I have, of course, not 
gone into every detail, and some of the steps are more 
extensive than has been here described. 

After-treatment: The packing in the auditory canal 
and middle ear need not be removed until the fifth or 
sixth day, unless some complication should arise, such as 
a high elevation of temperature. The outside dressing 
should be removed once every twenty-four hours, because 
it makes the patient feel very much more comfortable. 
During the first thirty-six or forty-eight hours, the pa- 
tient is apt to have very severe pain resembling an ordi- 
nary earache and if this occurs, small doses of codeine 
will have to be administered. At the end of five days 
the internal packing can be removed, which is the most 
painful of all the dressings, the cavity wiped out with 
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dry sterile cotton, swabbed with alcohol and bichloride 
of mercury, and then repacked with narrow strips of 
iodoform gauze. These packings, from now on, can be 
changed every two or three days, and the same methods 
of cleansing used as was done at first. We need not be 
surprised to find an odor on the packings for the first week 
or two, but this will gradually disappear. In ten days, 
if the posterior wound has entirely healed, the stitches 
may be remcAxd and the patient allowed to come as an 
office patient. It is necessary for the patient to be under 
observation and treatment for at least five or eight weeks, 
and sometimes even longer. The question as to how 
long we should continue the gauze packing in the audi- 
tory canal, is one which I have never seen mentioned. My 
own experience leads me to the conclusion that the pa- 
tient does decidedly better when the packing is used than 
when it is not, for it drains the ear better and prevents in 
some degree the formation of granulation tissues. Con- 
sequently, I think the packing should be kept up until the 
ear is practically well, varying the amount and frequency 
<jf application to each individual case. 

What should be the final appearance of an ear upon 
which the radical operation has been performed? The 
Avhole cavity should be covered with skin, for that is what 
we attempted at the time of the operation, except at the 
point of its junction with the middle ear, which will here 
show a muco-cutaneous surface. 

What effect does the operation have upon the hearing? 
In nearly every case the hearing ability is less than it was 
Lefore the operation, in some it remains the same and in 
a few the hearing power improves. On the other 
hand, the general health always improves, and even 
tliough the hearing is made less, we can always be assured 
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tliat we have helped rather than I'etarded the patient m 
successfully battling against future physical ailments. 
Grand Opera House. 

DISCUSSION ON DR. ROy'S PAPER. 

Dr. C. L. Williams, of Columbus : I have been very 
much interested in the paper read by Dr. Roy, because it 
has brought to my mind a very sad experience I had a 
short time ago. A mother brought her child, a boy, to- 
me in the fall of 1895, ^^'it'"^ ^ discharge from the ear. I 
did not think much of it, and gave the child some con- 
stitutional treatment, with local applications, to be fol- 
lowed closely by the mother. The boy was about ten or 
twelve years of age. I never heard anything more from 
him until two or three months ago, when he had an at- 
tack of measles from which he suffered excruciating pain. 
He had fever afterwards, followed with a discharge from 
the ear. The fever continued, notwithstanding the 
measles passed off. The little fellow was in bad health. 
I tried to improve his general condition by local and con- 
stitutional treatment, and finally an aurist was called in 
who prescribed wiping out of the ear with some antiseptic 
solution on cotton, also inhaling the same antiseptic. The 
boy seemed to improve under this treatment. The little 
fellow went on seemingly improving for several days, 
when the aurist ceased his visits, with the exception that 
occasionally he was called in. The same treatment was 
kept up, although all the time the boy was suffering very 
much from pain over the eyebrow. One night (I suppose 
it was about a week after I had called in the aurist) I was 
summoned late. When I got there, there was another 
physician present, who had been summoned from nearby, 
and I found the little boy had convulsions. He had been^ 
suffering a great deal that afternoon, and in an hour or 
two hours after I saw him he died. 
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This case teaches us that these discharges from the ear 
ought not to be looked upon as a hght affair. 

Dr. R. B. Ridley, Jr., of Atlanta : I would like to say- 
that I have listened to this paper with a great deal of in- 
terest, and I find that Dr. Roy has embodied in his paper 
practically the same ideas as to treatment that I use my- 
self. The longer I am engaged in this practice and see 
these cases of chronic ear trouble, the more thoroughly 
am I impressed that the radical operation is the only treat- 
ment for chronic suppurative conditions of the middle 
•ear. I believe, however, before we do the radical opera- 
tion, when we first see the patient, it is our duty to give 
him every advantage of proper medicinal treatment. In 
using formalin, as Dr. Roy has said, I have found that in 
•connection or in combination wnth a w^eak formalin solu- 
tion used at the office, twenty-five per cent, argyrol solu- 
tion given to the patient at home will counteract the in- 
•clination of the formalin to produce a dermatitis of the 
external auditory canal. 

I want to say that the dry treatment of insufflation of 
powders through the external auditory canal and from 
there into the middle ear, as a practice, should not be 
countenanced, because the powder in connection with the 
discharge forms a paste and dams up the opening that is 
present in the drum and prevents any further drainage. 
It is liable to dam up the opening, break down the mas- 
toid, and set up more serious trouble. 

I was favorably impressed with the paper, and I have 
gained many ideas from it that will benefit me, and I am 
sure it will benefit others present. 

Dr. L. Amster, of Atlanta : I want to say a few words 
in regard to prophylaxis in these cases. 

So far as the operation is concerned. Dr. Roy is 
naturally qualified to deal with it; but there is a great 
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deal of prophylactic work to be done by the physician lo 
prevent from getting these cases when they are chronic. 
I think in a good many cases the physician is to be cen- 
sured for not paying attention earlier to these cases, so 
that they may not develop into chronic middle ear trou- 
ble, especially during measles or during an attack of 
scarlet fever. Personally, I have never considered lightly 
the fact that a child complains of ear trouble. I believe 
paracentesis of the drum in these cases will tend to lessen 
the number of chronic instances. The family physician 
could exert a beneficial effect on these cases by insisting 
on the parents letting these children be operated for ade- 
noids; not let them wake up with open mouths, which 
gives them a stupid appearance, but recognize the condi- 
tion, have the adenoids removed promptly, so that future 
troubles may be obviated. 

Dr. J. L. Hiers, of Savannah: This paper deals. with 
a line of treatment which I have advocated for ma^iy 
years, consequently it has been of intense interest to me. 
If there is one thing that is of interest to the aurist and 
the family physician it is a running ear in a small child. 
Often the child is allowed to go around in all sorts of 
weather and is subjected to all sorts of exposure from 
early childhood, and there may be enlargement of the 
pharyngeal tonsil, commonly known as the adenoid. The 
running ear keeps up and becomes chronic, and all sorts 
of stuff, from castile soap, sweet oil to laudanum, are 
used by the old granny women, if we may so designate 
them, and then it is up to the aurist. But there are one 
or two points I wish to emphasize. Too much care and 
attention to the post-nasal space can not be given. In 
every instance in which there is a suppurating ear, as soon 
as we are through with the examination of the ear, the 
next thing to be examined should be the post-nasal space, 
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aiul not only that, but where there is an enlarged adenoid 
existing for some time there is hypertrophy of the tur- 
binated bone, which invariably subsides after the removal 
of the adenoid growth. 

I have tried everything possible that has been recom- 
mended toward the cure of suppurative otitis media, but 
I must denounce the insufflation of all powders in tlic 
strongest terms. In my hands they have been more harm- 
ful than beneficial, and, as Dr. Ridley has suggested, the 
wet treatment, syringing with strong antiseptic solutions^ 
may be best suited to each individual case, and the use of 
drops where the wet treatment seems to be contraindi- 
cated. I wish to emphasize the importance of using dry 
treatment, but only in the method of packing the ear 
lightly with absorbent gauze, preferably bichloride or 
iodoform gauze. That has been ideal dry treatment in 
my hands. 

I wish to thank Dr. Roy for his valuable paper. I have 
gained many points •from it, and I feel greatly benefited 
by it. i 

Dr. Claude A. Smith, of Atlanta : I would like to ask 
Dr. Roy to tell us what has been his experience with re- 
gard to brain abscess following in these cases without 
mastoid involvement, either of the ethmoid or mastoid 
cells themselves, and in what proportion of cases it oc- 
curs ? 

Dr. Henry R. Slack, of LaGrange : I wish to thank 
Dr. Roy for his valuable paper. I do not claim to be an 
aurist myself, but as I do a general practice and confine 
it principally to office work, I see a great many ear cases 
which fall into my hands. I would not attempt the 
radical operation upon a discharging ear, because I have 
not had the necessary experience, and I agree with Dr. 
Roy thoroughly that a physician before attempting to 
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perform this operation should experiment on a number of 
cadavers. I have found in my limited experience that the 
wet treatment is decidedly the best, especially if we have 
to entrust it, as we often do, to the members of the family. 
If you give any member of the family directions how to" 
pack the ear they will produce no discharge, and instead 
of going forward the pus will burrow backward. I do 
not believe it is wise to trust to members of the family to 
treat the ear at all, but often we have to do so, and when 
we do mild antiseptic solutions are the best. In getting 
rid of granular conditions of the ear, I have found fre 
quently nitrate of silver has been efficacious. 

Dr. Roy (closing the discussion) : In answer to the 
question of Dr. Smith, I will say that I do not know what 
the proportion of abscesses in the brain is. 

Dr. Smith: I find from statistics that probably what 
occurs in one section of the country, or in Europe, for 
instance, does not apply to our section. I simply wanted 
Dr. Roy to give us his experience. 

Dr. Roy : Involvement of the mastoid in these cases is 
less frequent in the South than it is up ^North. Physi- 
cians see many more cases in the North than we do in 
the South. In my experience the mastoid is involved 
first, and then there is extension to the brain. In some 
cases the disease seems to go through the top of the tym- 
panic cavity into the brain substance, forming a subdural 
abscess, or it involves the brain substance. 

There are one or two points to which I desire to call 
attention. First, it is the prophylactic treatment that I 
especially wish to impress upon those who have listened 
to me this morning. It is a fact that a large proportion, 
if not all, of these cases of chronic trouble come from 
an acute affection which existed before. The acute at- 
tack develops into a chronic one, and in the majority o£ 
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cases of running ears the mastoid is involved at the time 
of the acute attack. The chronic discharge which follows 
is simply from a diseased antrum or mastoid, and that is 
simply like a bucket — filled up with water and emptying 
itself through the auditory canal and tympanic cavity. In 
these acute cases you can easily tell whether the mastoid 
is involved or not. If it is involved, and you make the 
mastoid operation, establishing thorough drainage from 
the mastoid antrum through the middle ear, and let the 
case heal up, you will not have any running ears. The 
trouble is that these ears are not attended to during the 
acute attack, and if you will consider that one point there 
will be a much less number of running ears. I want to 
call your attention to the fact that in these cases of acute 
inflammation of the middle ear, whether it is pus or mu- 
cus, if the discharge keeps up for a long time, three or 
four weeks without cessation, it shows absolutely that 
the discharge is coming from the mastoid, and unless you 
open the mastoid, establish free drainage, open all the 
cells and destroy them, you are going to have discharging 
ears. 

My paper dealt not only with the treatment when these 
cases come to you, and which you have not seen pre- 
viously, but it was to direct your attention to the acute 
cases when the mastoid is involved, and if you will go 
into the mastoid and secure free drainage, you will have 
no chronic cases to treat. It is necessary to have edema, 
swelling, with the ear sticking out, so to speak, in order 
for the mastoid to be involved. It is very essential for 
those symptoms to occur, and you can tell from the char- 
acter of the discharge and the length of time it keeps up. 
and when it keeps up for three or four weeks without 
cessation, shows mastoid involvement, and if you break 
up the mastoid cells, and establish free drainage, then you 
will not have chronic trouble to deal with. 



vSOME REMARKS ON CHRONIC CONDITIONS. 



By H. McHATTON, M.D., MacoN. 



It seems that in the wonderful advance of medical 
science in all its departments in the last few years, that 
there is one class of disease in which the patients are 
not getting the full benefit that they should derive. This 
large number of afflicted can be classed among the chronic 
and subacute types of diseases. Many of these can be 
cured. Many can be rendered comfortable for an aver- 
age lifetime, and all can be ameliorated and rendered 
more comfortable for varying periods of time by proper 
medical supervision, which they do not get, simply be- 
cause a diagnosis is not made early enough in their 
cases. 

This lack of early diagnosis in these serious conditions 
is due to both parties — the patient and the physician. 
On the part of the patient, we have the American craze 
for patent medicines, for specialists and for home-made 
diagnosis. 

These unfortunates of the least intelligent class have 
a diagnosis and remedy for every conceivable type of 
sickness, and only send for a physician after the so-called 
home remedies have been exhausted. 

The more intelligent have a series of specialists whom 
they consider responsible for the various organs of their 
body. But who is responsible for the man himself in the 
altogether, as DuMaurier would describe it? No one. 

(59) 
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He has as a rule no family physician, when we all know 
that he should have not only one, but two. His regular 
family physician, who, if worthy of the trust, should be 
absolutely familiar with his physical condition, and any 
defect that he may have, also a second choice for emer- 
gencies, who should be posted as to any existing chronic 
disease. 

When we are called to a new family where we have 
any reason to presume that we will be the family physi- 
cian for even a short space of time, it is our duty not only 
to prescribe for any slight, transient ailment that may 
exist, but at the earliest possible opportunity to make 
a complete examination of every member of the family, 
so as to be able to give them more efficient service in the 
future. This can be done as a rule without exciting 
comment. When we find a patient in bed, a good exam- 
ination may be obtained of the heart, lungs and abdom- 
inal organs, and the request for a specimen of urine 
excites no comment in these days. Then think of our 
position when we are called iji an emergency and know- 
that there is no pre-existing organic lesion. 

We may not live to see it,' but the time will come 
when all sensible people will go to a physician once or 
twice a year for a complete physical examination. They 
go to the dentist w^ith regularity to have their teeth ex- 
amined^ — the condition of our heart, kings and kidneys 
are certainly of more vital importance than the condition 
of our teeth. 

Just think for a moment w^hat the result would be if all 
of our patients were to have a complete physical examina- 
tion once a year, with our present capacity for accurate 
and early diagnosis. In tuberculosis alone, the saving of 
life would be too vast to contemplate. We know that 
when the diagnosis is usually made, the large majority 
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of these unfortunates are incurable and at the same time, 
some of our best authorities place the recoveries of the 
incipient cases under proper treatment as high as ninety 
per cent. 

In infancy and early childhood, think of the immense 
number of cases of marasmus, rickets, tubercular joint 
diseases, and Under the modern methods of feeding — 
scurvy, that either kill or handicap for life, that are not 
cured, because they are only seen after the damage has 
become irremediable. 

At puberty, the army, especially of girls, where proper 
medical supervision as to hygiene, school work, etc., for a 
year or so, means the difference between a healthy future 
life or the nervous and physical wrecks that one sees every 
day — a curse to themselves and everybody that they come 
in contact with. When we come to adult life, middle life 
and old age, the amount of benefit that is to be obtained 
by an accurate knowledge and proper attention to our 
physical condition is too vast to be taken in detail. 

Take the two most common, chronic, incurable lesions: 
certain types of heart and kidney diseases. We all know 
that taken early and given proper attention, life is often 
prolonged indefinitely. No one can tell how long a given 
case may live a life of absolute comfort. 

At present, I have a patient who has had a chronic 
cirrhotic kidney for over fifteen years. Another died last 
winter from an intercurrent pneumonia, who had been 
under observation for about eighteen years. Another who 
had been carried through several attacks of impending 
uremia, in the course of years, moved his business to an 
adjoining city. I insisted on giving him a letter to a 
physician and emphasized the importance of immediately 
putting himself under his care. A few months later, his 
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death was announced from congestion, and my letter was 
found among his effects. 

About twelve years ago, I saw for a transient condition, 
a schoolboy who had an enlarged heart with mitral lesion. 
He was under my care for about ten years. At the end 
of that time, if there was any material change in his heart, 
it was not discernible. He moved to another city, and did 
not recognize that going up and dow^n several flights of 
stairs twenty or thirty times a day was violent exercise. 
In two months he returned home with a dilated heart and 
died after being bedridden for six months. 

A few days since I saw in consultation a frail young 
woman whose heart had never been examined, but who 
gave a history of slight cardiac damage. Her father 
was taken sick, and she insisted on nursing him. On try- 
ing to lift him, she was taken with a violent pain in the 
left side and lived two days. Diagnosis : Dilated heart. 

Suppose she had been warned of her condition ! How 
often do we hear of an intimate friend or a patient who 
has been refused life insurance for some organic lesion 
that should have been discovered and treated years ago. 
How often do we find that some patient who comes to 
consult us for some supposed trivial ailment is really in 
an advanced stage of a chronic disease. 

We hardly ever attend a medical meeting that some of 
our brother specialists do not read us a paper on "What 
the General Practitioner Should Know About So and So,*^' 
with a laudable intention of putting the general practi- 
tioner in a position of making an early and accurate diag- 
nosis of the disease in question. 

Do any of you recall ever having heard anything in 
regard to what the specialist should know about general 
medicine ? 

We realize that the experience of an individual is but 
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a drop of water in the ocean of knowledge, but a drop is 
something in my opinion, in the existing status of the 
profession. Where there is one error of omission that is 
of material detriment to the patient committed by the 
general practitioner, there are ten committed by the 
specialist. The fault lies, first, with his patients, and, 
second, in the lack of a proper degree of appreciation by 
the specialist and the general practitioner of the ines- 
timable value to the patient of their conjoined service.* 

A few years ago, it was unusual for a patient to go to 
a specialist excepting through the advice of his physician. 
The specialists of that time were men who had carefully 
worked themselves into special lines and had a just appre- 
ciation from early training of the value of the knowledge 
of the general condition of the patient and its bearing on 
the treatment and prognosis of the given case. 

Gradually young men began to go directly into special 
lines of work with no practical knowledge of general 
medicine. At the same time, the public became vaccinated 
with the idea that if they had a symptom referable to any 
organ or region of the body presided over by a specialist, 
it was simply a loss of time, and, incidentally, dollars, not 
to go to headquarters at once and get the best, which was 
a rational line of reasoning from their standpoint. 

If you will excuse slang, right here trouble began, which 
has increased ever since. The patient began to lose the 
full benefit which he should derive from modem medicine, 
which he will continue to lose until there is more accord 
and interchange of views for his benefit between the 
specialist and the general practitioner. This is an exist- 
ing condition in the profession to-day. None of us can 
deny the fact. It has gradually crept in year by year; 
virtually no one is to blame. Still the innocent patient is 
surely the victim. 
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If the general practitioner would give the history to 
the specialist of every case that he refers to him, and the 
specialist w^ould require one from the patient that goes to 
him of his own accord, many valuable lives would be 
saved and an untold amount of unnecessary suffering 
would be avoided. 

Nearly every chronic condition at one time or another 
gives symptoms referable to one or more special organs. 
If these symptoms are mistaken for the fundamental 
disease and treated as such, two results follow : the chronic 
disease does not receive the appropriate treatment and a 
correct diagnosis is not made, because the patient has, in 
his opinion, the best specialist obtainable for the offending 
organ. 

How many of us have seen a specific iriti§ treated as 
a traumatic or idiopathic condition ; or an infant in active 
syphilis operated on for adenoids, or have had patients 
request us to give them an anesthetic for an operation 
already appointed when we know of pre-existing condi- 
tions which render even the administration of an anes- 
thetic extremely dangerous. 

In my early professional days, I once occupied the un- 
enviable position as a witness in a twenty-five-hundred- 
dollar damage suit for an injured bull. The lawyer for 
the defense soon proved to the satisfaction of the jury, 
and incidentally to myself, that in Bellevue Hospital Medi- 
cal College, although the seven branches of medicine were 
taught, there was no chair of either Bull medicine. Bull 
surgery or Bullology. He then said in a most bland man- 
ner: 

*'Now, young man, we will presume that you would 
know something about a man injured as this bull was, — - 
would you consider him seriously injured?'* 

*^Yes, sir." 
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"In a condition where complications might arise?" 

"Yes, sir." 

"Would fever be a probable complication ?" 

"Yes, sir." 

"A dangerous complication ?" 

"Yes, sir." 

"Would diet in this fever be one of the essentials of 
treatment?" 

"Yes, sir. 

"You would give him something along the lines of 
milk, milk punch, animal broth, etc., would you not?" 

"Yes, sir." 

"Now, young man, tell the gentlemen of the jury what 
diet you would have put this bull on under the same 
conditions." 

It is e;asy to imagine how competent I was to answer 
this last question. 

What chance w^ould the average general surgeon or 
throat specialist of ten years practice stand in a competi- 
tive examination in infantile dietetics. At the same time 
operations, such as cleft palate, for instance, have rather 
a large mortality. 

A large percentage of tubercular patients that come 
under my observation have been treated for various 
periods, even up to two years, by throat or stomach spe- 
cialists — sometimes by both — and notwithstanding the 
constant progress of the disease, often accentuated by a 
most restricted diet, the question of lung complication has 
never occurred to the doctor or patient. 

Patients with chronic Bright's, various cardiac affections 
or appe»dicitis have often served a long apprenticeship of 
stomach washing with no examination having been made 
except of the secretions of that organ. 

But why multiply examples. We are all familiar with 
them. 
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There is another class of patients where a full under- 
standing between the specialist and the general practi- 
tioner is essential. I refer to a class of patients of whom 
all general practitioners have a few in whom not even 
the most astute diagnostician could make a diagnosis if 
unaided by the former attendant, for example, the inno- 
cent syphilitics. 

We will grant that both the general practitioner and 
the specialist are doing their duty to the patient, have 
made a proper diagnosis and are pursuing the proper line 
of treatment. With the present relative positions so com- 
monly held and the lack of correlation between the vari- 
ous medical attendants, a patient is still in extreme danger. 

To illustrate, I had a patient some time since with an 
active secondary syphilis, which in due course invaded 
two organs presided over by specialists. He promptly 
consulted the most accessible authority on each organ. 
Each authority made a diagnosis of syphilis and put him 
where I had him, on the mixed treatment. 

As each of us had every reason to believe that we were 
the only attendant, and the patient was very good about 
taking his medicine, the result was most unpleasant. 

To my brother specialists I would insist that when a 
patient comes to him who is not directly under the ob- 
serv^ation of a general practitioner, whose general condi- 
tion can not be fully and absolutely accounted for. by the 
local lesion which he is treating, it is as much his duty to 
refer said patient to a competent general practitioner as 
it is ours to refer him to a specialist, and even more so, 
because a life is often lost that could be saved. The in- 
nocent patient has every reason to believe that he is get- 
ting the full benefit that can be derived from medical 
science, w^hen he is not. 

I w^ould advise the general practitioner to study every- 
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thing that will lead to accuracy of diagnosis — it is the 
absolute foundation of your art. Without a diagnosis, 
you are thoroughly at sea. With one, you can find every- 
thing in literature that has been done in the given disease. 
Do not neglect your clinical observations; they are of 
incalculable value. Avail yourself of every advantage 
that can be derived from laboratory research, but remem- 
ber that the patient may die of tuberculosis without a 
bacillus being found in the sputa, or that he can have a 
chronic Bright's and occasionally pass a normal urine. 

Most errors in diagnosis are not from lack of knowl- 
edge, but from incomplete examinations and insufficient 
time for observation of the case. Do not hesitate to tell 
a patient that you do not know what his disease is, and 
it may take time and repeated examinations to make a 
diagnosis. 

DISCUSSION ON. DR. m'hATTON's PAP£:r. 

Dr. Dunbar Roy, of Atlanta : I do not know when I 
have enjoyed a paper more thoroughly than I have that 
of Dr. McHatton. It is timely, and one that should be 
read by specialists and by general practitioners. In my 
paper I said the work I did should go hand in hand with 
that of the general practitioner, and that is the only way 
in which we as specialists can be successful. The man 
who undertakes special work, without doing or having 
done a certain amount of general practice, or going into 
a general hospital before he undertakes special w^rk, will 
in time come to grief, and will not be successful in the 
treatment of his cases. Young men come to me and ask 
what is the best specialty to take up — the eye, ear, or nose 
and throat? They want to start out immediately after 
graduating, without any idea of doing any general prac- 
tice. And every day I see cases that have been seen by 



68 Some Remarks on Chronic Conditions. 

others in which mistakes have been made and these mis- 
takes have been largely due to a lack of knowledge of 
general therapeutics and of the general conditions of the 
body, and whenever a patient comes to me I always try, 
as far as possible, to look into the whole system, and 
refer that patient to the family physician that I may get 
certain details which I can not know myself. This is 
the only correct way any specialist can treat his cases 
successfully. 

I enjoyed the doctor's paper. He is on the right line, 
and I certainly believe that there should be a thorough 
understanding between the specialist and the family physi- 
cian by which the work of the two shall go hand in hand. 

Dr. W. S. Elkin, of Atlanta : While I can not add any- 
thing to what Dr. McHatton has said in his paper, be- 
cause he has covered the ground so thoroughly, still I 
think a paper of this kind does the Association more good 
than many of the scientific papers we have had. 

I have had a good deal of experience in teaching in the 
last ten or twenty years, and it has been my custom and 
my habit to impress upon the students of the medical col- 
lege to always look carefully into each and every case. 

My experience has been considerable in the line of 
syphilitic treatment, because for years I was connected 
(the first few years particularly) with a college that ran 
a syphilitic clinic, and for that reason this thing impressed 
itself upon me, that our relations to patients are such that 
many of them do not reveal the actual facts as to their 
condition, although we treat any inforrtiation they may 
give us confidentially. I never have a patient with syphilis, 
if he goes somewhere else, that I do not impress upon him 
the importance of telling his physician, wherever he goes, 
that he has had syphilis. It gives the practitioner in that 
family a knowledge of the condition of the children of 
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those people. There are a great many diseases that in- 
fants are subject to that may have some connection with 
inherited syphiHs, and if the physician who treats the 
members of that family is not aware of that fact, or if 
the specialist is not familiar with it, he is not in a position 
to treat the patients properly. 

I have had a similar experience to that of Dr. McHat- 
ton in reference to stomach work. Patients' stomachs 
have been washed out time and again; they have come 
back to me, and I have found that those patients were 
suffering from some trouble that incidentally was due to 
syphilis. The thing for us to do is to preach and practice 
and tell our students and patients that the general practi- 
tioner and the specialist should work together, co-operate 
with each other, in this matter. 

Dr. J. L. Hiers, of Savannah : I have been very much 
interested in Dr. McHatton's paper. This meeting has 
started out in such a way that the indications are we shall 
have one of the most interesting meetings in the history 
of the Society. 

With reference to chronic conditions, I wish to empha- 
size this point, that the sooner the general practitioner 
wakes up to the importance of referring his patients to 
the specialist, in whatever line the case may be, the quicker 
we are going to get rid of a great many cases we now have. 
We will have fewer chronic conditions to contend with. 
And the sooner the specialist wakes up to the importance 
of calling the assistance and asking the co-operation of the 
family physician in looking after all constitutional trou- 
bles, the more successful that specialist is going to be in 
whatever line he is practicing; and it is my opinion that 
a more intimate relation between the family physician and 
specialist should be established, and the sooner the family 
physician and the specialist, whatever line he may be 



I 



70 Some Remarks ox Chronic Conditions. 

]>racticing, can cooperate in their work more intimately 
than they do now, they will certainly have much better 
success, and fewer chronic conditions to deal wnth than we 
now have. 

Dr. St. J. B. Graham, of Savannah : This is one of the 
most valuable papers I have listened to for a long time, 
particularly as regards three points. First, the point of 
having the family physician examine, as far as possible, 
all members of the family. We all know how discour- 
aging it is to be family physician and see one or two 
members, and then he called in some emergency, or in 
case of sudden death, that might have been averted if 
the doctor's guide could be taken. 

One of the oldest Oriental nations, particularly the 
Chinese, long ago adopted the method of employing their 
physicians to keep them well, 5nd they kept th^m well, 
because when they became ill the salary of the physician 
was cut off. I do not know that Western nations will 
ever become so highly civilized as that. (Laughter.) I 
believe they -will. At *any rate, it is a comfortable plan to 
look out for those in whose families we expect to practice 
as it will save much trouble and annoyance. 

Dr. R. Lattimore, of Savannah: I have enjoyed the 
paper of Dr. McHatton very much, as I think it is helpful 
and suggestive in many ways. The doctor has stated ab- 
solutely my opinion, that the keynote to successful treat- 
ment is accurate diagnosis. 

I would like to ask him w^hat class of cases of pulmo- 
nary tuberculosis he referred to when he stated that the 
patient might die without finding tubercle bacilli in the 
sputum ? 

Dr. Louis H. Jones, of Atlanta : I simply wish to thank 
Dr. McHatton for his paper and to add my endorsement 
to what he has said, that not only the patient may suffer, 
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but the physician's reputation is as sure to suffer when 
he fails to go thoroughly into his case and to make a 
diagnosis. 

For three years I was so unfortunate as to live in a 
hotel, and while there I had occasion to see people that 
were strangers to me. They were the patients of other 
physicians, and I saw a number of cases in which diagnoses 
had not been made in serious conditions, and the family 
physician had probably allowed the men to come to his 
office with their own diagnoses, and ask for prescription 
and he would give it to them. A young man came in one 
day and asked me for a prescription for indigestion, and 
when I asked him what symptoms he had, he said nothing 
()ut a headache. I asked him if his physician had ever 
examined his urine? He said, no. I requested a speci- 
men, which showed albumin, and under the microscope 
showed granular casts, and I was enabled to tell the man 
what his real trouble was. He lived in North Carolina. 
I gave him a note to his family physician, stating I had 
examined him and what I had found. The patient not 
only paid me a decent fee, but he was willing to pay it, 
and went on his way feeling I had discharged my duty 
as a physician and had given him a thorough and proper 
examination. Any man who is intelligent, if he goes to 
physician's office and is allowed to make his own diagnosis 
and simply wants the doctor to write a prescription, when 
he does run up against an intelligent doctor, will lose 
respect for the first physician. The physician owes it to 
himself, to his self-respect and reputation and honesty to 
the patient to go into the case thoroughly and make an 
accurate diagnosis, and if the case is out of his line, and 
he can not be expected to know about it, it is his duty to 
refer the man to some one who can tell. I do not hesitate 
to say to a patient, '1 don't know." I have found out 
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that there were many things I did not know. There are 
others, I imagine, in the same fix. I never hesitate to 
say so, and while I have lost money by it, I have had some 
little personal satisfaction out of it, and the personal satis- 
faction a man gets out of the conscientious discharge of 
his duty is worth more to him than anything else. 

Dr. L. Amster, of Atlanta: I think every reading, 
thinking doctor will agree with all that Dr. McHatton 
has said in his paper ; but he has not given us the remedy. 
The question is, why do all patients run to specialists? 
Whose fault is it? Is it the education of your family 
physician who farms out his cases when he does not know 
what is the matter with them, or what to do for them, or 
is it the fault of the specialist? 

If a patient comes to me a little hard of hearing, and if. 
I examine her ear and find she has an abscess in the audi- 
tory canal, I am conscientious enough for her welfare to 
refer her to a specialist if I can not attend her properly. 
I do not hesitate to tell her frankly whether or not I can 
attend to her case. She may have considerable pain in 
the ear, for which I give appropriate treatment. There 
seems to be a lack of confidence on part of the patient of 
the physician, the impression of the patient being that if 
she has ear trouble she should go to an aurist, and al- 
most before I knew it the patient was going to a specialist. 
The specialist looked at her ear and told her the same as I 
did. Naturally he did not care about the family physi- 
cian. He took charge of the case without regard of the 
family physician. 

Let us take the case of stomach trouble. A patient 
who has some trouble with his stomach consults a spe- 
cialist, and the first thing the stomach specialist probably 
does is to wash out the stomach, or electrocute it. (Laugh- 
ter.) Whereas, if the patient went to his family physi^ 
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cian, and the family physician acknowledged he did not 
know how to take care of the case, and then referred it to 
a specialist, there would be satisfactory co-operation be- 
tween both parties. Very serious trouble in my mind 
sometimes arises in eye and ear, nose and throat work. 
Understand me, I am not opposing specialists, for when- 
ever there is any special work to be done I select the 
proper man to do it. But to return to what I previously 
said, our patients are getting away from family physicians. 
Why ? They go to specialists for a cold ; they are sprayed 
and cocainized on the first of January and the 31st of 
December. Where is the remedy? And this is what I 
would like to have Dr. McHatton tell us, how to arrange 
things so that the family physician may keep his patient, 
and how to get the co-operation of both the family physi- 
cian and specialist? 

Dr. J. Cheston King, of Atlanta: With reference to 
the question of Dr. Amster as to where the fault lies, I 
should say that there is not any fault ; that it is eminently 
proper that the case should go to the specialist, and I con- 
tend that the general practitioner is as much a specialist 
as is the specialist himself, from the fact that the man 
who makes the greatest success is the one who invariably 
co-operates with the general practitioner, and there should 
be mutual co-operation and good feeling, and Avhen these 
prevail there is a field for both the specialist and the gen- 
eral practitioner, for the general practitioner is a more 
potent factor in the community in a certain line of dis- 
eases than the specialist. The impression seems to pre- 
vail that the specialist is lining up on one side and the 
general .practitioner on the other. That is an incorrect 
view to take. There should be general cooperation and 
good feeling, and when the general practitioner is con- 
fronted with a case that he does not understand, he should 
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send it to the specialist without any hesitation, and the 
speciaHst in return should send some of his cases to the 
general practitioner. 

Dr. C. L. Williams, of Columbus: I have been very 
much interested in and instructed by Dr. McHatton's 
paper, and am delighted to see that there is a tendency on 
part of the general practitioner and specialist to get to- 
gether. Thank God for it. I say this because of a case I 
had a few years ago, which accidentally came into my 
office after I had visited some member of the family. The 
mother asked me to examine her married daughter. She 
had a sore throat, and I did not like to suspect that it was 
syphilitic. But in making a more thorough examination 
and considering the length of time she had this sore 
throat, I suspected syphilis. To confirm my diagnosis, 
after putting her on mixed treatment, she was soon on the 
road to recovery. She came to me about twice a week. 
In the same building there was a specialist. She had an 
eruption which all disappeared, and so long as the woman 
kept up the mixture her throat would get better. As soon, 
however, as she left off the medicine and constitutional 
treatment the eruption would reappear. Under the cir- 
cumstances, she thought it best to go to a specialist, and 
she did so, as he had an office in the same building. He 
examined her throat and charged her $5.00. He put her 
on precisely the same treatment that I had her on, and 
then afterwards proposed to me to divide the fee. He 
wanted to give me $2.50, and he would keep the balance. 
Now, whenever we have this kind of specialist, the gen- 
eral practitioner will have no regard nor respect for him. 

Dr. M. A. Clark, of Macon : I do not think we can 
discuss the paper of Dr. McHatton too much. The duty of 
all of us should be the welfare of the patient. The gen- 
eral practitioner should know when his patient needs a 
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specialist, and the specialist should know when the 
patient needs a general practitioner. The specialist 
and general practitioner should educate patients that the 
proper way for them to do is to consult the family physi- 
cian first as to what their condition is, and follow the 
advice of the family physician, and if the family physi- 
cian is conscientious he will refer a case to the specialist, 
who will institute the right kind of treatment. As has 
been remarked, it is true that the general practitioner 
should refer certain cases to the specialist, and the spe- 
cialist, on the other hand, should refer certain cases to the 
general practitioner. It is not so much that the general 
practitioner is going to make a little more money, but it 
is that the patient is going to suffer. For instance, there 
came to my office from a neighboring town a man who 
was suffering from stomach trouble. I was a general 
practitioner. He told me he had but fifteen minutes before 
he had to catch a train. I told him that I could not make 
a careful and thorough examination in that time, and that 
he would have to come back some other time. He stayed 
over. I examined his lungs, and I found him in an ad- 
vanced stage of tuberculosis. He had been treated for 
three or four years for indigestion. He had been allowed 
to lose part of his life without any improvement. He had 
been allowed to infect his first-born. Now, that man is 
dead and his son is dead. Both might be living if a cor- 
rect diagnosis had been made at the proper time and treat- 
ment early instituted. 

The other day I examined a patient who was in an ad- 
vanced stage of tuberculosis, and who had been treated 
for some time for a sore throat by a specialist. He never 
advised her to consult a general practitioner. If she had 
not suddenly developed a temperature of 104°, the gen- 
eral practitioner would not have been called in by a mem- 
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ber of the family. Here is another instance where the 
golden opportunity was lost. 

A short time ago one of my little patients, who was 
taking modified milk because of some digestive trouble 
following la grippe, developed mastoid trouble and was 
taken to a specialist, who immediately advised an opera- 
tion. The family physician was forgotten. The next day 
the specialist put the child on albumen and lemonade, and 
prescribed a heavier diet. Fortunately, the mother came 
to the rescue and telephoned me, wanting to know the 
reason she could not give the baby the milk she had been 
giving. I insisted on the family physician being consulted 
and casually reminded the specialist that he had forgotten 
the matter. While neglecting the family physician the 
child came very near dying, w^hereas by my working with 
the specialist as we did finally we saved its life. 

A gentleman came to my office a little over a year ago 
for indigestion, and on thorough examination he was 
found to have chronic interstitial nephritis. He was given 
advice about water and hygiene, and was told to take very 
little medicine. He improved. He was cautioned as to 
the amount of exercise he should take. Thinking that he 
was not improving as much as he thought he should, he 
undertook to do too much, exposed himself, and the indi- 
gestion* returned. He went to a stomach specialist, the 
stomach specialist examined him very carefully and found 
that heJiad hyperacidity. The specialist is now washing 
out his stomach and has him on a starvation diet. I 
do not know what the final outcome will be. 

Dr. W. B. Hardman, of Commerce: I did not intend 
to say anything on this subject' As Dr. Clark has said,, 
we can spend our time profitably in discussing this paper. 
I think in the State of Georgia we have produced many 
of the shining lights in the medical profession, and I am 
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perfectly willing to trust them, even though they make 
mistakes. I do not blame the specialist for all mistakes 
and troubles that may arise from the general practitioner 
sending cases to him and losing sight of the cases. While 
some accidents may happen and patients may suffer by 
being sent to specialists, I think the trouble is largely with 
the general practitioner, who jumps to conclusions in 
making a diagnosis from one symptom possibly, and then 
sending the patient to a specialist to be treated for that 
symptom or disease. I think the worst trouble with the 
general practitioner is that he does not examine his cases 
thoroughly. I have seen that time and again where a 
thorough examination by the general family physician 
would reveal the cause of the trouble, and get down to 
the root of the matter, so that the services of a specialist 
were not needed. Very often a patient consults a doctor, 
and the doctor allows the patient to make his own di- 
agnosis. Like Dr. Clark spoke about, the man may have 
stomach trouble, he may have had indigestion, and we 
do not question patients as much as we should. We do 
not examine them as thoroughly as we should. We do 
not find out what a patient has been doing and what his 
habits are. We do not go into these cases and thoroughly 
examine them like a lawyer examines, for instance, a 
witness. When a patient comes to us for examination 
we should proceed very much as a lawyer examines a 
witness on the witness-stand, and find out what the trou- 
ble is. 

Lots of patients are sent to stomach specialists who 
have incipient chronic nephritis. I have seen treated sev- 
eral cases of that kind, where they developed chronic in- 
terstitial nephritis, and that were treated for stomach 
trouble for a month or two. . If we took pains to make a 
thorough examination in these cases and found out what 
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the trouble was, many of them would not need to go to 
specialists. If a patient goes to a stomach specialist who 
looks only on that one organ and washes out the stomach, 
treats the patient for stomach trouble entirely, the chances 
are that the patient will not be benefited. Whose fault is 
it? Is it the fault of the specialist, or the fault of the 
general practitioner ? I should say it is your fault. You 
ought to look into your cases and find out what the trou- 
ble is, and if you can make an accurate diagnosis; then, 
if you think it is necessary you may send the patient to 
a specialist for treatment. If you do not know how to 
treat a patient properly after having made a diagnosis, it 
is your duty to get some one else who will help you. 

Dr. E. B. Block, of Atlanta: I dislike very much to 
take up the time of the Society, but I have been very much 
interested in this subject. Among the chronic conditions 
that are allowed to go on without attention, the most pro- 
nounced of all is arterio-sclerosis. How many old men 
watch themselves gradually losing flesh, seeing their tem- 
poral arteries become tortuous, hard, rigid, who are suffer- 
ing from slight daily headaches and finding themselves 
growing prematuuely old, without thinking it is anything 
more than natural old age? One of the greatest errors 
made by these people is in not consulting physicians to 
find out why they are as old as they are. They get old far 
sooner than they should. This chronic condition is one 
that even physicians themselves are apt to overlook. They 
do not take it into consideration, w^hile, as we know, it is 
a remediable trouble. 

The subject of errors about going to specialists is, 1 
think, in no case better exemplified than in so-called 
stomach trouble. Of the cases I have seen, quite as many 
instances of stomach trouble, so-called, are due to tuber- 
culosis, to floating kidney, to appendicitis, or to Bright's 
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disease, taken together, as are due to intrinsic diseases of 
the stomach. We may find in any case slight flexion or 
marked flexion in acidity of the stomach. At one time we 
may find hyperchlorhydria, and at other times almost ab- 
sence of hydrochloric acid. We attach so much impor- 
tance to this, yet no one speaks of defective secretion of the 
saliva, or of insufficient saliva. We hear little or nothing 
about too much or too little secretion of the intestinal 
juices. This must be of quite as much importance as de- 
fective secretions or alteration in the secretions of the 
stomach. The intestinal juices are of more importance. 
These cases, when they go to the stomach specialist, are 
examined for their stomachs alone. An examination is 
made of the lungs and kidneys, or with a view to finding 
a floating kidney, causing a breakdown of the whole per- 
itoneum, which goes over the pyloric end of the stomach 
and causes sagging of the end of the stomach. 

There may be dilatation of the stomach, but the physi- 
cian does not recognize a floating kidney as the cause. 
Perhaps the urine is not examined with a view to dis- 
covering chronic Bright's disease, or the appendix is not 
examined to see whether appendicitis exists or not. I 
have seen so many cases that have gone through the hands 
of stomach specialists and have been subsequently oper- 
ated on for appendicitis or for floating kidney, and have 
been relieved only by that means. 

Dr. S. A. Visanska, of Atlanta: This discussion re- 
minds me very much of one I heard on proprietary medi- 
cines, in that there is some good and some bad in it. We 
can not reform the world. It is hard to reform physi- 
cians, who constitute a great part of the world, especially 
here in Georgia. When we send a case to a specialist for 
examination, we must make suggestions, and in the selec- 
tion of a specialist it requires judgment on the part of the 
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practitioner. The fault often lies in the fact of who you 
are selecting as a specialist. He should be a man who 
treats you and the patient right. We do not examine our 
cases thoroughly enough. We are too lazy to make an 
accurate* diagnosis in many instances, and as a conse- 
quence very often patients go to or are sent to specialists. 
Of course, there are certain cases that should be sent to a 
specialist, or at any rate a specialist should be consulted 
in regard to them. I do not think it is wise to send pa- 
tients direct to specialists, unless they are surgical cases, 
or the patients have some disease that requires a special 
operation. The specialist should be consulted in order to 
help us in making an accurate diagnosis. 

I was taught in a medical college, from which I grad- 
uated, that if a man could diagnose a case he could treat 
it. That is all right to a certain extent. There are many 
cases, however, that can not be cured, while there are 
others that can be greatly benefited if not entirely cured. 
One of the best points in treating any case is to know what 
w^e are doing, and very often it is the duty of the general 
practitioner to call in a specialist in a certain line to assist 
him in diagnosis. It is also the duty of the specialist to 
call in the general practitioner, because the general prac- 
titioner is better posted on some diseases than is the spe- 
cialist. Every general practitioner has the reputation of 
being a specialist in some line. One man is good in treat- 
ing fevers. He can treat fever cases better than another 
practitioner. Another man is noted for his skill in treat- 
ing diseases of the kidney, although he may be a general 
practitioner. He is a specialist in that line, and is known 
to the public as such. Of course, a great many errors will 
be made by the specialist sometimes, because, inasmuch 
as his attention is confined to one particular line, he be- 
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comes necessarily narrow in that line, and hence errors in 
diagnosis will occur. 

I recall a case of lobar pneumonia which was diagnosed 
cs appendicitis, and was operated on. The case was looked 
at purely from a surgical standpoint, and the lungs were 
not examined at all. It is true the patient had some fever. 
The patient was operated on, and the next day pneumonia 
developed. 

Dr. McHatton (closing the discussion) : I am very 
much obliged to the members for the free discussion they 
have given my paper. It is one of the most important 
subjects before the medical profession in our State to- 
day. There can be no question as to where the fault lies. 
It lies with the general practitioner, the specialist, and I 
may say more especially with the patient, because it has 
got to a point now, as I remarked in my paper, where a 
great many people make their own diagnoses and go di- 
rectly to a specialist. He is working in that special line 
and he is liable to accept a diagnosis, with the presumption 
that somebody else has had charge of the case, without in- 
quiring whether it is such and such a case, or not. 

It is impossible to take this subject up in a manner in 
which it should be, as it is so vast. We can very materially 
better the condition of our patients by sending them to 
specialists with our diagnosis, thus assisting the patient 
and having the specialists inquire in regard to other local 
lesions, and who is their physician and who has charge 
of them. 

In regard to a patient having tuberculosis without tu- 
bercle bacilli being found in the sputum, I will say that 
while the finding of tubercle bacilli in the sputum is 
pathognomonic generally of pulmonary tuberculosis, the 
man who depends upon this evidence entirely will make a 
serious mistake some time, for the reason that in many 
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cases we do not find tubercle bacilli in the sputum in cases 
of tuberculosis. According to one of the latest reports 
from Germany, in 50 per cent, of cases of tuberculosis in 
that institution, they did not find tubercle bacilli, and I 
do not hesitate to make a diagnosis of tuberculosis where 
I have not been able to find tubercle bacilli after repeated 
examinations. 

In regard to the remarks of Dr. Jones, about making 
a careful and thorough examination of patients, I think 
it is very important that we should do this. We should 
not hesitate to tell patients what is the matter with them. 
Patients are taking this thing up themselves now, and in 
this connection I will say I had a beautiful illustration of 
it since my paper was written. 

A lady came into my office — a very intelligent woman 
— who stands high in educational circles — and after ask- 
ing her a few questions I told her it would be necessary 
for me to make an examination of her lungs. She said, 
"Doctor, I think that will be unnecessary, because my 
lungs have been examined by Dr. So-and-so and Dr. So- 
and-so. Each one of them has told me that there is no 
trouble with them.'' I said to her, *'Madam, you came to 
me for my opinion, and I will be compelled to examine 
them." I told her to remove everything but her under- 
vest. I examined her lungs, and found that she had 
tuberculosis. When I finished the examination she said, 
"Doctor, I have unintentionally deceived you. I have told 
you that which was not so. I told you that my lungs were 
examined by two or three physicians, but I find now that 
they have never been examined before." 



NEEDED LEGISLATION ON PURE FOOD LAWS 
FOR GEORGIA. 



By O. H. BUFORD, M.D., Carteksville. 



The State has competent men who test the oil we use 
for Hghts, are careful that every barrel comes up to tlie 
fire test of 1.40. The interest of the farmers are care- 
fully guarded by the guano inspector, who sees that every 
sack has all the plant-food the cotton-grower expects for 
his money, and these are good laws. 

Yet, Georgia, with all of her enterprise, is far behind 
many other States in the protection of her people by al- 
lowing foodstuffs that are debarred by other States turned 
loose on her people with no protection. There is no law 
to prevent the sale of adulterated flour or tainted meat, 
and poultry kept in the undrawn state for years in cold 
storage, reeking with bacteria. Not many of the people 
understand the danger to health and life in this kind of 
food. 

I quote from investigations of Dr. McArrow, of Oneida, 
N. Y., on cold-storage poultry. In the slaugfiter and prep- 
aration of poultry for cold-storage and market, the ma- 
jor portion is killed in October and November. After 
slaughter the feathers are removed and the carcasses 
packed in barrels and shipped to storage plants without 
further dressing. The heads, feet and legs, as well as 
craws full of partially digested food, the decomposing 
livers and lungs and the intestines with their filth and 
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poisonous excrement, loaded with various specimens of 
bacteria, all combine to make valuable weight, and are 
therefore kept intact. A cold-storage specimen selected 
from one of the markets of the city of Albany, of twenty- 
six specimens in the undrawn state, one hen carcass was 
procured. On the following day we removed a por- 
tion of the breast tissues from the fowl, and macer- 
ated for a period of two hours in a like quantity of 
sterilized water, using all aseptic precautions. Ten drops 
of the fluid portion of the well-stirred mixture was in- 
jected into the body of a healthy rabbit. Two hours later 
the evidences of toxicosis became manifest, and the ani- 
mal succumbed after a period of forty-two hours. 

A second experiment was made to determine the per- 
nicious nature of the contents of the digestive tract of 
an average fowl in a state of perfect health. A full-grown 
hen was slaughtered and hung for forty-eight hours in a 
temperature of 50 degrees. The fowl was then drawn 
and a portion of the contents of the entrails removed. A 
solution of one to one hundred, with sterilized water,* was 
made. Six hours allowed for percolation. The clear fluid 
was decanted, and a healthy rabbit with a normal tem- 
perature of I02j^ selected ; ten drops of decanted solu- 
tion injected into the rabbit. At the end of two hours 
temperature 98^; at twentieth hour temperature, 89^/^, 
and two -hours later animal succumbed — killed in just 
22^/2 hours — through the absorption of ten drops of a 
one to one hundred sol. of a healthy fowl kept forty- 
eight hours in an undrawn state. Other tests 'were made 
with the same results. This shows that cold-storage does 
not prevent decomposition, nor kill germs in the undrawn 
condition. 

We now have no laws to prevent, not only impure food. 
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but all the vast adulterated preparations being dumped 
on us from other States where they can not be sold. 

It devolves on the medical profession to educate the 
masses to see the importance of having wholesome food 
to build strong bodies, so they may withstand the inroads 
of disease. The medical profession of the State are a 
great power for good if they wnll realize that they. are 
the watchmen on the towers. While these precautions 
may not bring wealth to the doctor, they will bring health 
to the people, and theii children will rise up and call you 
blessed. 

Our State should not be behind in this important mat- 
ter. It can be said of the profession, that they never unite 
on any measure that is not for the interest of the general 
public. I believe, for this reason, they could do good 
work in bringing this question before the people. Let 
Georgia not wait for a general law of the United States, 
for this may take years to come about. Let others do as 
they may ; our grand old State should look to the inter- 
est of her ow^n people, regardless of the power and in- 
fluence brought to bear. If we have not lawyers and doc- 
tors in our legislature who will give us the right kind of 
laws, let us send others. 

DISCUSSION ON DR. BUFORD'S PAPER. 

Dr. Henry R. Slack, of LaGrange: I have been very 
much interested in Dr. Buford's paper, with reference to 
pure food in Georgia. Some ten years ago I was chemist 
for the State Board of Pharmacy, and at that time in the 
Senate a bill was introduced appropriating $i,ooo for the 
use of the State Board of Phannacy in analyzing drugs 
and medicines sold in the State, to see if they came up to 
the required standard or not. We have a law in Georgia 
to regulate the purity of drugs. It came under the head 
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of condiments, and of 32 brands of mustard found in the 
State only two were pure; the other 30 w^ere found 
adulterated. We only found two brands of red pepper 
that were pure. Unfortunately, we could not reach a 
single one of these manufacturers, because the mustard 
and pepper were manufactured outside of the State. All 
we could do w^as to notify these dealers that their goods 
w^ere adulterated. 

While a State law would be beneficial, no doubt, still I 
think this body ought to go on record as being in favor of 
investigating a special law in regard to pure foods, because 
it then could be tried in the United States courts, and we 
could reach those who ship these adulterated goods into 
Georgia. 

We found a firm in Chattanooga that w^as manu- 
facturing adulterated drugs and sending them into 
North Georgia at a much lower rate than they could 
obtain in the State of Georgia, because they were pro- 
tected from prosecution. These manufacturers carried on 
a very prosperous business. I am heartily in favor of a 
special law against the adulteration of drugs. 

Dr. St. J. B. Graham, of Savannah : I have been very 
much interested in this paper, as it is in the right direction. 
A law at present is under consideration in Washington 
with regard to pure foods, and one unworthy Senator 
stopped the game for a while in some way or another. I 
believe there should be a universal law in this country, as 
there is in the Empire of Germany, which should not only 
apply to pure foods, but pure drinks and pure water. 
There is no polluted water supplied in the whole Empire 
of Germany, if it is known, and all sewage and drainage 
in Germany are required to go through sewage plants 
before being disposed of. It is just as important to have 
pure water, and pure whiskey, and pure cocktails, not 
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peruna, if you please, as it is to have pure foods. How are 
we going to get it? Through enactment of the Legisla- 
ture, for if our Society should demand it they can not 
refuse it. It is absolutely essential in caring for our 
patients that they should have pure food and water, as 
these go a long way toward the prevention of disease and 
in making us a better and more powerful nation than we 
already are. 



RADIUM. 



Bt F. G. HODGSON, M.D., Atlanta. 



The action of X-rays in rendering bodies transparent 
was first described by Roentgen in 1895. This was followed 
by the discovery of certain rays given off from the metal 
uranium, by Becquerel, in 1896. These discoveries were 
much talked of by the scientists, and Mme. Curie, in 
Paris, became especially interested,, and began her inves- 
tigations. She found that pitchblende, composed chiefly 
of uranium and thorium, gave off Becquerel rays. She 
separated the uranium from the pitchblende and found that 
the remaining mass was more radio-active than the ura- 
nium. Then with aid of her husband. Professor Curie, she 
continued her experiments, reducing the mass to simpler 
compounds, each time selecting the most radio-active 
portion until they finally separated a very active substance 
in the form of a chloride to which the\' gave the name 
^'Radium." The element itself has not been isolated,, 
hut ]\Ime. Curie calculated its atomic weight to be 225,. 
thus showing it to be one of the heaviest metals known, 
and placing it in the group with magnesium, calcium, 
strontium and barium, according to the periodic law. 

]\Ime. Curie took two tons of pitchblende and after sev- 
eral months of repeated precipitation, filtration, crystal- 
lization and decantation obtained about i-io gr. of radium- 
chloride — just i-io gr. from over 4,000 pounds; this is 
rarer than the gold in sea water. 

(88) 
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OCCURRENCE. 

Radium is found chiefly in association with ura- 
nium in the pitchblende found in Bohemia and a 
few places in Germany. The supply is very limited. 
I'he immense difficulty of isolation and the skill required 
make it one of the most expensive substances known. 
The increased demand has also raised the price consider- 
ably. One grami would be worth about $80,000. Some 
medicinal springs and baths are reported to contain radi- 
um or radio-active substances to account for their won- 
derful healing properties, but they contain only very mi- 
nute quantities. Careful search is being made in this and 
other countries for radium-bearing ores, but so far with no 
result. 

PHYSICAL AND CHEMICAI^ PROPERTIES. 

The bromide of radium is the salt generally used. 
It occurs as small white crystals, is soluble in water. 
It gives a carmine color to a Bunsen flame. It has 
a characteristic spectrum. Its properties are almost 
identical with the barium salt. It gives off heat 
continuously without any appreciable change or di- 
minution. One gram maintains itself 5 C. above 
the surrounding air; one gram emits energy equal 
to about 100 gram-calories per hour. Radium salt in 
solution will, after a short time, give off the same quan- 
tity of heat as the dry salt. 

The most interesting property of radium is the spon- 
taneous giving off of rays known respectively as the A, 
^and T'rays. A-rays are very minute particles of mat- 
ter about twice the mass of an hydrogen atom and trav- 
eling at the enoiTnous rate of 25,000,000 meters or 15,500 
miles per second. You can imagine that the momentum 
of these particles, though minute, must be considerable. 

7int 
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They are not very penetrating, being stopped by a thin 
mica plate or glass container. The particles are posi- 
tively charged electrically, and will discharge an electron 
scope. They may be deflected by a magnet toward the 
negative pole. 

B-rays are still more minute particles of matter, being 
only i-iooo the mass of an hydrogen atom. They travel 
even more swiftly, traversing about 150,000,000 meters, 
or about 100,000 miles per second — this approaches the 
swiftness of light. If unimpeded, a particle would travel 
about four times around the earth in a second. These 
particles are negatively charged with electricity, and are 
deflected by a magnet in the opposite direction, and more 
strongly than the ^^-rays. They are more penetrating, 
easily passing through a glass container, and penetrate 
the skin for about half an inch. They are considered to 
be identical with the cathode rays of a Crook's tube. 
They are sometimes called corpuscles or electrons. They 
are probably the most valuable therapeutically, and the 
burning of the skin is due to them. 

T~rays are probably not particles of matter at all, but 
are undulations of ether. They resemble very closely the 
X-rays given oflf from a hard or high vacuum tube. They 
travel with- enormous velocity, and are very penetrating; 
they will pass through a foot of solid iron. Bones offer 
practically no resistance to them. They do not discharge 
an electro-scope and are not deflected by a magnet. 

When we consider the minute quantities of radium 
which are used experimentally (usually a fraction of a 
grain, and that impure,) it is easy to let the imagination 
play as to what could be done with large quantities. 

It has been suggested that with a pound the house 
could be heated and the cooking done for a large family 
for generations, or with a sufficient quantity a transat- 
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lantic steamer could be driven back and forth across the 
ocean indefinitely. 

The combined effects of these radiations are: 

1. Fhiorescence and Luminosity, This is beautifully 
shown in a little instrument invented by Crook, and 
known as the spinthariscope. This consists of a cylin- 
drical brass tube about an inch in diameter, by three 
inches long. At one end is a circular fluorescent screen 
of calcium fluoride or zinc sulphide, and in front of this 
a very minute particle of radium on a movable arrow. 
At the other end of the tube is an adjustable lens. Upon 
going into a dark room and focusing the lens upon the 
screen one can see minute sparks flying off in every di- 
rection, resembling a miniature shower of shooting stars. 
This is due to the A-rays impinging upon the screen. 
Phosphorescence can also be observed with any fluoro- 
scope, but you only get a light and not the sparks ob- 
served in the spinthariscope. Diamonds, barium-platino- 
cyanide, willemite, kunzite and zinc sulphide are all made 
phosphorescent. 

2. Coloration of Bodies, Diamonds change color and 
glass is turned blue in the prolonged presence of radium. 

3. Chemical and Photographic Effect, Paper becomes 
brittle and turns dark after prolonged exposure. Ozone 
is formed in the air around radiumi. The rays are in no 
way affected by extreme heat or cold. A photographic 
plate is darkened by the rays, eveni through considerable 
thickness of dark paper; in this manner the image of 
various articles can be reproduced on the plate similar 
to those made by X-rays, but there is not the same sharp- 
ness of outline and bones can not be outlined. 

4. Physiological and Pathological Effects, Seeds ex- 
posed to radium will be stunted in growth or killed, de- 
pending upon the length of exposure. It takes about a 
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week to kill the mustard seed. Small mice and young 
guinea pigs, after several hours' exposure, show nervous 
weakness, then paralysis and finally death; their hair will 
fall out and may return gray, as was shown by Roux in 
Paris. Human skin is burned, many patholcgical growths 
are affected and skin lesions cured — ^but this will be dis- 
cussed later. 

5. Electrical Effects. The rays will discharge an elec- 
troscope due to the ionization of the surrounding air. If 
the spark gap of an induction coil is so arranged that the 
spark will not jump across, then some radium be brought 
near the coil the spark will jump across easily. 

Radium, besides giving off continually heat and three 
different kinds of rays, has also another remarkable prop- 
erty ; it gives off a gaseous emanation. This can be col- 
lected by putting some radium in a glass bulb and con- 
necting it with another bulb by means of a glass tube- 
The emanation is given off more fapidly by heating or 
dissolving the radium in water and passing air through 
it. After the emanation is driven off into the other bulb 
it can be examined. It is found to be temporarily radio- 
active, and has the power of inducing temporary activity 
in other bodies. The radium loses some of its radio- 
activity when so treated, but after a short time regains 
its normal strength, arid strange to say it regains its 
activity at exactly the same rate that the emanation loses 
its activity- This emanation is temporarily radio-active, 
and may cause phosphorescence in bodies and discharge 
an electroscoj^e. It acts like a gas in that it may be con- 
densed by exposure to* the extreme cold of liquid air. 
After the lapse of several weeks a most wonderful and 
unheard of transformation occurs — it has been shown by 
the noted chemist, Ramsay, that this emanation of radi- 
um has been transmitted into another element, helium. 
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and gives the characteristic spectrum of that element. 
If this be true, it is the only instance known to man in 
which one so-called element has been converted into an- 
other; this makes the hope of the old alchemists seem a 
real possibility. 

The amount of radio-activity of a specimen of radium 
is based upon the radio-activity of an equal mass or ura- 
nium used as an unit. Specimens vary in activity from 
240 to 1,500,000 units. The activity of a specimen im- 
mediately after preparation is only about one-quarter its 
final value; it increases in strength for a month when 
kept dry in a closed container. The activity is determined 
in several ways, e. g. : 

1. The rapidity with which it discharges an electro- 
scope due to the ionization of the surrounding air. 

2. The effect upon a photographic plate enclosed in 
dark paper. 

3. The way it illuminates a phosphorescent screen. 
Luminosity in the dark is not a test of activity — very 

impure specimens may give off considerable light. 

Induced or Excited Radio-activity, A large number of 
bodies when left directly exposed to the radium salt be- 
come temporarily radio-active. This does not occur when 
the radium is enclosed in a sealed tube and is due to the 
effect of the emanation. So a tube of radium placed in 
a solution does not render that solution active. Many 
fake radiuim cures are manufactured in this way, and 
many of the so-called radium cancer cures sold at enor- 
mous prices have never been near radium. The amount 
of radio-activity induced upon a given area is independent 
of the substance acted upon. All induced radio-activity 
decays very rapidly, falling to half its value in thirty 
minutes, so it can not be of very much practical value to 
physicians. 
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The source of the continued and apparently undimin- 
ishing energy has been the subject of much discussion. 
The most generally accepted view is that it is derived 
from a slight disintegration of the radium atom which 
must then be very complex. A few hold that it must g-et 
its energy from some external source. Recent observa- 
tions tend to show that the sun must contain radium to 
account for the amount of heat given out and the slow- 
rate of cooling of that body; also that the quantity of 
radium in the earth accounts for its present temperature 
in spite of the ages it has been in cooling. 

ACTION OF RADIUM UPON LIVING TISSUES. 

Gross effects, — Take, for example, a specimen of pure 
radium bromide, rated at about 1,500,000 activity and 
place it upon the skin in one place for five minutes, an- 
other place half an hour, another two hours ; there will be 
no immediate effects upon the skin, but after about two 
weeks the five-minute six>t will turn red and remain in 
that condition about .two weeks, then gradually get well ; 
any hair present will fall out. The half-hour spot will 
begin to redden sooner, will then vesicate and may go on 
to ulceration, and will heal'in about a month. The two- 
hour spot will take effect still sooner, will vesicate, then 
ulcerate and may take several months to heal, and leaves 
an atrophic looking skin. Prof. Curie carried a specimen 
in his vest pocket for sev^eral hours, and as a result had a 
bad ulcer which took months to heal. So according to 
the length of exposure we get erythema, dermatitis, vesic- 
ulation, ulceration and necrosis. Any hair present will 
fall out, but will return if the burn is not too deep. After 
healing there may be a scar, or atrophy or pigmentation 
or even angiectasis has been reported. So we see the 
results on the normal skin closely resemble those of the 
X-ravs. ij 
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Radium produces a sensation of light in eyes that are 
partially blind, but no effect when the retina is destroyed. 
This guve rise to the report that radium would cause 
the blind to see. 

Ova and emibryos of ypung frogs and other animals 
were exposed to radium for varying lengths of time; 
after a latent period cell division was inhibited and dif- 
ferentiation and growth was retarded, just as was the 
case with the seeds — the rays seem to have a selective 
action on young and rapidly-growing cells. 

Microscopical Effects, — In a patient to be operated 
upon for carcinoma of the breast, Dr. Robert Abbe ap- 
plied radium to the sound skin, to the cancerous area, 
and in one place buried the radium tube under the skin 
within the tumor for several hooirs. After amputation 
the breast was given to Dr. F. C. Wood and he reported 
as follows: 

1. On the skin a superficial necrosis always takes place, 
the longer the application the deeper the devitalization of 
the cells. 

2. Leucocyte infiltration shows around all vessels and 
nerves. 

3. Where an area of cancer underlies the skin a soften- 
ing and devitalization of the central cells of nests nearest 
the radium takes place- 

4. Where the radium, was thrust into the cancer an area 
of complete destruction of cancer cells for not more than 
a quarter of an inch takes place. A recurrent nodule of 
cancer was exposed to strong radium twenty times dur- 
ing three months and diminished to one-third its former 
size. It was then excised and upon examination showed 
marked fibrous hyi>erplasia among the cancer cells. Abbe 
says that those malignant cells which escape destructioi 
or retrograde change show a striking quiescence which 
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may mean the death of the vital force vrhich makes them 
mahgnant. In this connection we can not fail to be 
reminded of the seeds exposed to radium which fail to 
germinate. 

Bacterial Effect — Radium has been found to kill vari- 
ous germs. B. Typhosus ; B. of Cholera ; B. Prodigeosus 
and others were killed. The radium must, however, be ap- 
plied very close (half mm.) and for at least twenty-four 
hours. It is of no practical value in cleansing an infected 
wound. Radium burns are, however, very resistant to 
infection, so radium seems to increase the resisting power 
of the cells. 

Therapeutic Value, — Radium has been found to be of 
value mainly along the same line of cases as the X-rays. 
This was to be expected from the similarity of effect upon 
the healthy skin. It has been used with best results in 
cases of lupus vulgaris, superficial cancerous growths, 
and various skin lesions. I have collected from various 
sources the following cases and results of radium treat- 
ment : 

Mammary cancers : o cured, 3 improved, i unimproved. 

Epidermoid cancers: ri cured, 12 improved. 

Rodent ulcers : 2 cured, 3 improved. 

Lupus vulgaris : 4 cured. 

One keloid, i psoriasis, 2 chronic eczemas, 9 acne 
vulgaris improved or cured. 

McLeod in the British Medical Journal reports: 

Two lupus vulgaris cured, i lupus verrucosa im- 
proved, I rodent ulcer cured. Exner of Vienna reports 
marked improvement in a melano-sarcoma, temp^orary 
improvement in symptoms and increase in calibre of 3 
cases of cancer of the esophagus. 

Max Einhom, of New York reports 9 cases of cancer 
of the esophagus treated by radium. The radium was 
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introduced in a capsule on the end of a flexible bougie 
and held in contact with the stricture. He calls this in- 
strument a radiodiaphane. Of the 9 cases so treated, 
6 showed increase in calibre of the esophagus and great- 
er ease in taking food. One patient improved markedly 
in weight. In 3 cases no improvement was noted, due 
to irregularity in treatment or to insufficient time having 
elapsed. Einhom does not claim to cure these cases, 
but any relief to such hopeless cases is to be welcomed as 
a step in advance. 

Lassar, of Berlin, is very enthusiastic in bis praise of 
radium in the cure of certain skin lesions, but Bulckley, 
of New York, thinks X-rays are just as efficient. 

Ordinary warts are easily removed by one to three 
exposures of half hour each. Port wine marks will be- 
come whiter after exposures and angiomata have been 
cured. 

Abbe, of New York, reports some excellent results 
from radium treatments. Cases of lupus, rodent ulcer, 
epithelioma, verruca and sarcoma have been cured by him. 
Also some improvement in recurrent cancerous nodules 
and inoperable cancer of the cervix uteri. A remarkable 
case of his was a giant cell sarcoma of the lower jaw 
about the size of a walnut. He thrust his radium- into 
the mass on several occasions, and it began to diminish 
in size and finally disappeared and has remained cured 
for about two years. He had also marked improvement 
in a large exophthalmic goitre by plunging the radium 
tube into the goitre. The tumor at the end of a month was 
reduced to half its size and other symptoms improved. 

Pusey, of Chicago, sums up the indications for radium 
as — • 

I. Inflammatory diseases of the skin as eczema, psori- 
asis, lichen planus. 
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2, Bacterial diseases *»f the skin: Acne, sycosia, lupus, 
L'.astomyces. 

3. To cause destruction <*i tissues of low resistance: 
Carcinoma, sarcoma, lupus and warts- 

The London Lancet, March 26, 1904, reports two cases 
of tuberculous ulcers of the throat cured. It also recom- 
mends radium for tuberculosis of the superficial bones of 
the hand and foot, sternum and ribs. 

Beck, in the Chicago Medical Record, December 15, 
1905, reports cures in a case of tuberculous ulcer of the 
septum nasi, and in a case of sycosis. Relief to pain in a 
case of sarcoma phar\Tigis. Pain was also relieved in 
neuralgic cases and marked relief to the pains of tabes 
dorsalis. A secondary- tuberculosis of the lar\Tix and 
cancer of the lar^Tix and cervical glands were treated 
without result. 

Czemey's clinic iti Berlin reports in the Deutsch Med- 
ical Wochens, volume 30, Xo. 42, two naevi, five angi- 
oma, seven lupus cured ; five carcinoma and one melano- 
sarcoma not cured. 

Muncher, Medical Wochens, volume 52, No. 34. Bac- 
teria are killed by exposure to radium and their toxins 
are rendered inert. This was proved by injections into 
rabbits. 

Mitteilung aus den Grenzegebieten, volume 14, No. 5. 
Two large angiomata were cured by one hour expc^u'-e. 
In two weeks a scab formed, after three weeks there was 
3 pink scar, and after six weeks the skin appeareil non'*^ 1. 
No spermatozoa were found in the testicle or epididynius 
of a guinea pig after radium had been attached to that 
organ for twenty-for hours. 

Riforma Medica, Naples, volume 21, No. 15. Tizzoni 
reports that animals inoculated with rabies would re- 
cover after exposure to radium while controle animals 
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would die. He also says that rabies virus exposed to 
radium was rendered innocuous, and more than that, it 
could be converted into a vaccine. 

Robarts, in the Journal of Physical Therapy, Feb- 
ruary, 1906, reports two cases of bleeding piles and three 
cases of fissure in ano cured by radium and dilatation. 

My own experience has been very limited. I have 
removed several warts by half-hour exposure, causing no 
pain and no scar. I have under treatment a beginning 
swelling of the thyroid in a young girl, which has dimin- 
ished slightly imder three applications, but it is too early 
to make a report on this case. I have noted the retarda- 
tion of growth in mustard seeds exposed to the rays, and 
have confirmed a number of the photographic, phosphor- 
escent and electrical phenomena. 

METHOD 01? USE. 

On the external parts the radium is applied di- 
rectly to the affected part in a small glass tube, 
the surrounding healthy parts being protected by a thin 
layer of lead. The tube may be sterilized and inserted 
into tumors. A large variety of applicators are in use 
for treating the various mucous cavities. The length of 
exposure varies from twenty minutes to twenty-four 
hours inside tumors, the average exposure is half to one 
hour. These are repeated two or three times a week if 
necessar}^ 

CONCLUSIONS. 

In radium we have a substance of immense in- 
terest to both scientists and the medical profession. 
Its action resembles closely the X-rays, but it has 
the advantage of the ease with which it can be carried 
around and used. It is of especial use in the mucous cavi- 
ties, such as the nose, mouth, throat, esophagus, vagina, 
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uterus and rectum. It often succeeds where the X-rays 
have failed. It is of undoubted value in lupus, rodent 
ulcer, epitheliomata, warts and some cases of sarcoma, 
and many forms of skin disease. It is a powerful agent 
and has performed some wonderful cures. It should 
be given a thorough trial. If larger quantities can be 
procured and its cost diminished it will surely be of great 
service to mankind. 
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ENTEROPTOSIS. 



By L, AMSTER, M.D., Atlanta. 



Enteroptosis, i. e., falling of the visceral contents, is in 
many cases the cause of nervous dyspepsia and neurasthe- 
nia, and the failure to relieve these conditions is often due 
to the fact that the underlying caruse is not recognized. 

The diagnosis of enteroptosis ought to present no diffi- 
culties to the general practitioner, if he takes the trouble 
to make a thorough physical examination. 

For an exhaustive treatise on this subject, I refer you 
to Hemmeter's text-book on Diseases of the Stomach. I 
will confine myself to a brief sketch and those points which 
helped me in diagnosing and treating my cases. 

Glenard was the first who recognized the intimate re- 
lationship existing between certain dyspeptic and neuras- 
thenic conditions with the falling or dropping of certain 
abdominal organs, comprising prolapse of the stomach 
(gastroptosis), of the intestine (enteroptosis), of the 
kidney (nephroptosis), of the spleen (splenoptosis), of the 
liver (hepatoptosis). One or more of these conditions 
may exist. 

The cause is looseness of the attachments of the cjiffer- 
ent visceral organs and consequent relaxation of the abr 
dominal wall. It is commonly known as enteroptosis, or 
Glenard's disease. 

Stiller, who made further studies on the subject, recog- 
nized the fact that there exists a hereditary taint, pre- 
disposing some people to enteroptosis, which develops af- 
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ter some exciting cause. The hereditary predisposition is 
called "Habitus Enteroptoticus." These enterc^totic peo- 
ple usually possess a general weak constitution, which he 
calls "Asthenia Universalis Congenita." 

Stiller also called attention to the fact that the tenth 
rib in these people is loose and floating. Normally this 
is not the case. This floating tenth rib, known as "costa 
decima of Stiller," is found in phthisis and enteroptosis, 
and though some authors deny the reliability of this stig- 
ma, still, wherever found, phthisis or enteroptosis ought 
to be suspected. 

Most text-books, while mentioning this congenital en- 
teroptotic habitus, do not give a clear description of it. As 
the recognition of it facilitates a correct diagnosis, I will 
endeavor to explain it in the manner I have seen it demon- 
strated in Conheim's Polyclinic at Berlin. 

The main characteristics of the enteroptotic habitus are 
as follows : 

A long, narrow, flat thorax. The angle of the ribs 
pointed so that the xiphoid process forms the apex of an 
acute angle. 





While this angle in the normal type is 120 degrees or 
more, it descends in the enteroptotic type often to 60 de- 
grees. 
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There exists a looseness of the cartilages of the ribs, 
so that the cartilages of the tenth ribs fluctuate. 

The distance from the xiphoid cartilage to the umbilicus 
is abnormally long. The diameter of the episgastrium 
and the right and left hypochondrium is very much longer 
than it is broad, while in the normal type it is broader than 
long. 

People with this enteroptotic build are especially pre- 
disposed to functional disturbances of the gastro-intes- 
tinal tract. 

In women with hereditary enteroptosis, the muscular 
walls become weakened after repeated childbirths, or too 
tight lacing, the visceral contents lose their support and 
the stomach descends, the large curvature reaching below 
the umbilicus, without the organ being dilated. 

It is well to remember — ^and this mistake is frequently 
made — that a prolapsed stomach, with the large curva- 
ture reaching far below the umbilicus, does not necessarily 
mean dilatation of the stomach. Often the kidneys, espe- 
cially the right kidney, and the intestines, especially the 
transverse colon, the liver and the spleen participate in 
this ptosis and all the manifold dyspeptic and neurasthen- 
ic symptoms develop. 

Enteroptosis can also be acquired by people of normal 
habitus: Tight lacing, dresses that constrict the waist, 
unduly repeated childbirths, and any illness having for its 
effect a rapid loss of abdominal fat and muscle, may result 
in enteroptosis. 

The diagnosis, as mentioned before, can easily be made 
if we bear in mind the facts enumerated above. The most 
superficial inspection and palpation will often reveal the 
condition. 

The contour of the stomach can be made out after the 
administration of bicarb, soda and tartaric acid, a tea- 
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spoonful of each dissolved in a little water and given to 
the patient one after the other on an empty stomach. The 
gas generated hereby distends the stomach and indicates 
how far the organ has descended. 

The splashing sound, auscultatory percussion and gas- 
tro-diaphany can also be resorted to. I consider the gas 
test quite satisfactory. The position of the other visceral 
organs can be made out by palpation. 

Glenard advises that the physician stand behind the 
patient, and lifting the abdomen with the palms of both 
hands, if enteroptosis is present, the patient will feel a 
sense of comfort and relief. 

The prognosis of enteroptosis as to relief is very good, 
not so as to a cure. But inasmuch as we are not called 
upon to cure conditions, which do not disturb the physical 
well-being, and inasmuch as we can give these patients 
relief from their symptoms, we may consider the progno- 
sis altogether as favorable. 

To mention all the symptoms of enteroptosis would be 
to enumerate the infinite variety of symptoms comprised 
in nervous dyspepsia — atony of the stomach and intes- 
tine, neurasthenia, malnutrition, anemia, constipation, 
mucus colitis, etc. 

TREATMENT. 

Prophylaxis: The physician should caution patients 
with hereditary enteroptotic tendency against tight-lacing 
and garments that contract the waist. As it is useless to 
decry the fashionable corset altogether, we must compro- 
mise on a corset built on rational principles. After con- 
finement, a well-applied abdominal bandage should be 
worn. Proper diet, with plenty of fresh air and sunshine,, 
can not be too strongly insisted on. 

The indications for the treatment of enteroptosis arc: 
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To support the prolapsed visceral organs by mechanical 
devices and by such diet and medicines as tend to tone 
and build up the body. 

Experience teaches that many of these patients are best 
treated at institutions, removed from their families and 
household responsibilities. 

In some advanced cases showing emaciation, anemia 
and nervous exhaustion, it is necessary to put them to- 
bed for a time and treat them on the principles of the 
Weir-Mitchell rest cure. 

A few weeks of treatment in an institution accomplishes-, 
more than prolonged treatment at home. 

Rest in bed relieves the ptosis and traction on the vis- 
ceral organs and facilitates the rest of the treatment. 

The mechanical treatment consists in the application 
of a well-fitting abdominal bandage. One made to order 
after measuring is preferable to a ready-made one, which 
is rarely satisfactory. The moleskin adhesive plaster 
bandage (Rose) has given many of my patients great re- 
lief, affording them at once a sense of comfort. 

(As the application of the bandage is better demon- 
strated than described, I will demonstrate it at the close 
of the reading of this paper.) 

The only objection to the support is that it sometimes 
irritates the skin. I have had patients, however, wear it. 
for months without producing any dermatitis. The mole- 
skin plaster is impervious to water and there is no objec- 
tion to the patient taking his regular baths. 

Massage of the abdomen from five to ten minutes daily 
is of great utility. The different manipulations are sim- 
ple and can be easily acquired by the physician. I never 
leave my patient to masseurs. Personal interest and at- 
tention on the part of the physician has a beneficial psychic 
effect on the patient. 

8 mt 
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The relaxation of the abdominal wall can also be coun- 
teracted by electricity. The static current has given me 
satisfactory results — the plate electrode with positive po- 
larity to the abdomen. Some prefer the faradic current — 
external or intragastric. The static current is pleasant 
and the patient does not have to swallow electrodes, a 
procedure often very objectionable to the patient. 
' Abdominal gymnastics also strengthens the muscular 
wall. A simple way to execute it is to instruct the pa- 
tient to lie down flat on a couch or the floor, then gradually 
and slowly raise his trunk into a vertical position, with- 
out moving his extremities, the exercise to be repeated ten 
to twenty times daily. 

Another valuable aid to the treatment is hydrothera- 
peutic measures. The cold douche over the abdomen, 
Priesnitz or alcohol applications over the abdomen are 
simple and effective. 

DIET. 

The diet should be nutritious and fattening. I find 
many of these patients underfed amoimting to emacia- 
tion. They claim that they diet themselves, when in fact 
they starve themselves, they are afraid to eat. I insist on 
their taking plenty of food, and even if they are uncom- 
fortable at first, the stomach soon tolerates more liberal 
rations. Of course the selection of food and the mode of 
preparation has to be in accordance whether we have to 
deal with atony, hyperchlorhydria or anacidity. Never 
give vague directions as to diet nor stereotyped printed 
diet-lists, but write out the patient's diet-list, enumerating 
every article of food you wish them to have. 

Experience teaches that a gastro-entero or nephroptosis 
is materially helped by the accumulation of fat. Liberal 
quantities of butter and cream should be prescribed. 
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MEDICINAL TREATMENT. 

Tonics, stomachics as iron, arsenic and hydrochloric 
acid, tincture nuxvomica and the fluid extract of Con- 
durango in liberal doses. 

Bismutose or the subcarbonate of bismuth in teaspoon- 
ful doses, t. i. d-, sometimes combined with the salicylate 
of magnesia to counteract irritability and fermentation. 

For the constipation there is nothing as efficacious as 
massage and rectal injections of one-half tumblerful of 
warm oil administered through a colon tube at bedtime, 
and to be retained overnight, as advised by Fleiner. 

Gastro-intestinal surgery has made such remarkable 
strides that there seems to be a field for this art in cases 
that can not be relieved by approved medical measures. 



THE TREATMENT OF NEURITIS AND OTHER 
CONGESTIVE CONDITIONS WITH THE 
STATIC MODALITIES. 



By R. p. IZLAR, M.D., Watcboss. 



Pathological conditions are characterized to a greater or 
less degree by congestive hyperemia which arises from 
circulatory disturbances, due to pressure, trauma, ob- 
struction, paralysis, etc., of the muscular coats of the 
blood-vessels. This hyperemia may be active or passive, 
and if the stasis is allowed to persist, tissue death results 
and repair is deferred. The process ofregeneration may be 
delayed by many causes. In both types of hyperemia the 
indications are apparent — that the static modalities being 
of great potential, high frequency and small quantity re- 
^moves obstacles to regeneration and promotes normal tis- 
sue proliferation, can be demonstrated by experience. The 
properties which effect the results to which I will refer 
are due to the penetrating vibrations and consequent in- 
duction of contraction of the muscles and structures sur- 
rounding the congested area, and coats of blood vessels, 
which actions are peculiar to electricity. The contractions 
give the impetus which starts on the blood stream and 
overcomes local stasis, and I am certain that no other 
agent can produce the degree of intensity, frequency or 
penetration which is obtained from the static modalities, 
which has its frequency and amplitude controlled by the 
spark-gap, associated with a current output which can be 
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increased or diminished. The induction of local activity, 
by overcoming stasis, contributes in all inflammatory con- 
ditions to the removal of the cause. 

Clinical experience with many conditions has demon- 
strated the following facts (I quote largely from Dr. W. 
B. Snow, of New York, whom many of you may know) : 

The static modalities remove stasis, promote absorp- 
tion of plasma, thereby lessening pain and swelling, re- 
moving deposits of fibrin in the vicinity of joints, induc- 
ing reabsorption of organic and inorganic salts which 
have become locked up in the tissue, the result of faulty 
metabolism; they produce a general equalization of the 
blood currents, the lowering of arterial tension, which les- 
sens the probability of local congestion. There is positive 
proof, that a local expression of blood takes place by 
the production of mass contraction and contraction of 
the muscular walls of the arterioles. 

Therapeutically the static modalities meet in most sat- 
isfactory manner the indications in inflammatory condi- 
tions not characterized by the presence of micro-organ- 
isms, some foreign or necrosed substance: To the effect 
upon acute congestions we turn from the greatest triumph 
of modern electro-therapeutics. 

The modalities influencing these conditions are the 
wave current brush discharge and sparks. 

Normal functional activity is induced, stasis is promptly 
removed. There is a marked lowering of arterial tension, 
which is most prompt, when sparks are administered and 
most prolonged after the administration of the wave-cur- 
rent. 

Pain promptly disappears from the first, and will not 
return if administrations are frequent enough to control 
the congestion. 

Most of the painful neuroses can be relieved and a 
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larger part of them cured by the use of static electricity, 
if they have not become too chronic and there is no or- 
ganic lesion. 

The greatest obstacle to treatment is a thick layer of 
fat between the surface and the seat of trouble. The vari- 
ous types of neuritis and congestions arise from exposure 
to cold or heat, trauma, strains or from complicating in- 
flammatory conditions. Any nerve may become the seat of 
neuritis. Neuritis is the condition present in so many so- 
called neuralgias and myalgias. 

Neuritis of the sciatic is the most common and stub- 
born of all forms when treated by methods other than 
static. Before outlining the method of diagnosis, mode of 
treatment, bridging, etc., I will ask you to bear in mind 
that when treating regions of congestion, muscular 
contractions of the coats of the vessels and the muscles 
surrounding them induce normal circulation and over- 
come stasis by forcing on blood stream. 

The diagnosis of the site of a neuritis, except within 
the cavities, is easily made by applying spark, the brush 
discharge or high frequency discharges with glass vacuum 
electrodes along the course of the nerve, noting the pa- 
tient's facial expression, thereby outlining where the pain 
begins and ends, at the same time comparing the effect on 
the opposite side of the body. A spark over a nerve is 
always painful, but when applied over the part of the 
nerve which is the seat of a neuritis, the pain is intense. 
The prognosis of uncomplicated neuritis, when accessible, 
is very good. 

The treatment will vary with the condition of the case. 
In acute cases, when the patient is not too fat, the wave- 
current will eflfect a cure in a few days. The mode of 
application of wave-current, when effected region is lo- 
cated, is as follows : Place over same an electrode of soft 
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metal 4x4 (rarely larger) and see that it is firmly held 
to the surface, otherwise it will burn. The current is in- 
creased by lengthening the spark-gap and it should be in- 
creased until sedation is complete. Seance should last 
15 to 20 minutes. This sedation will, in all probability, 
last for 24 hours, and if the treatments are given daily a 
cure w^ill result in a short time. The matter of bridging 
should be carefully looked after ; never allow your patient 
to go without treatment long enough to have a return of 
his trouble. All acute recent cases should be treated daily, 
if the pain returns before next treatment, why, treat twice 
daily. In cases of longer standing the wave-current may 
fail to relieve your patient; if such be the case, apply long 
sparks over the effected nerve until sedation is complete. 
Have the patient test the muscles near the effected nerve 
and keep your sparks going until relief is complete. The 
brush discharge may assist in relieving those who are not 
too fat, or cases that are not too chronic. 

Always make the spark-gap as long as possible without 
causing muscular contractions in the effected area. When 
using the wave-current, the same general plan will apply 
to the treatment of all cases of neuritis. 

It will b<e impossible for me to describe to you in detail 
the methods of applying the different static modalities. 
The success in treatment will depend upon the skill of 
application. This you can only gain by personal experi- 
ence, but I will make the statement, that it will be impos- 
sible for you to do any harm with the static modalities. 
The potential is high, but the quantity of electricity is so 
small that we have no instrument delicate enough to meas- 
ure it. 

Those who decry the use of static electricity do so from 
ignorance. They know very little, if anything, concerning 
the manner of administration, etc. 
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In a paper limited, as this must be, I can tell you very 
little of the various uses of the static machine, and those 
of you who wish to pursue the science further must do so 
with the help of those who have made it a study, ever 
Tceeping in mind that the science is still in its infancy. If 
you will bear with me a little longer, I'll give you (not in 
detail, however,) the history, treatment and results in a 
few cases of neuritis and congestion taken from my note- 
book for the past two months, not selected, but taken in 
their regular order as treated at our office. 

Case No. i. — Mrs. J. C. E., white, female, age about 
thirty-eight. History: Inability to use right arm and 
hand on account of pain ; pain worse at night when arms 
were at rest; could not sleep; thought she had rheumatism. 
This condition of affairs had persisted for five weeks, al- 
though anti-rheumatic remedies had been given. Diagno- 
sis: Neuritis (brachial). She applied for treatment Feb- 
ruary 4th. On this day she received the brush discharge 
for 15 minutes, and 2-inch sparks for 5 minutes, with 
complete relief. She was treated again on the 5th and 
6th, and discharged cured. There has been no return of 
the trouble. 

Case No. 2. — C. J., white, male, age forty. Applied for 
treatment February 8th. History: For the past nine 
weeks he had suffered with pain in the left arm, shoulder 
and hand ; inability to use same at his work on account of 
pain ; the arm feels heavy and a feeling of pins and needles 
sticking in the palm of hand. Diagnosis: Brachial neu- 
ritis. He was given the same treatment as the first case, 
with complete relief after first treatment. He received 
the treatment daily until 13th, when he failed to show 
up at office. I saw him on the streets and he said he was 
all o.k. But I knew better than he. I knew that his 
trouble would return, as his treatment had not been con- 
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tinued long enough. February 26th, he again applied for 
treatment, his old trouble having returned. The same 
treatment was given him with complete relief. He con- 
tinued treatment until March 12th. I then lost sight of 
him. This case will illustrate the necessity of continued 
treatment in chronic cases. 

Case No, 8. — Mrs. W. D. O., white, female, age twenty- 
five. Applied for treatment March ist. Severe pain in 
right shoulder of three week's duration; no relief from 
medication. Diagnosis: Neuritis. She received three 
treatments, same as Case No. 2, and was discharged cured. 
No return of trouble to this date. 

Case No, 15. — Geo. \\\, white, male, age forty-eight. 
Neuritis, sacral, of three or four year's standing. Comes 
periodically ; pain in back so great that patient could not 
stoop down or sleep. Ex. urine, negative : This patient re- 
ceived the wave-current to sacral region for 20 minutes 
with metal electrode 6x6, and then 3-inch sparks for 5 
minutes over same region, avoiding bony prominences. 
This treatment was instituted February 14th. First treat- 
ment gave complete relief. He received treatment daily 
until February 27th. He then discontinued treatment, 
saying that he was well, and no persuasion could induce 
him to continue. He will have a return of his trouble and 
apply for treatment again. No chronic trouble of such 
lengthy duration can be relieved in a few days. 

Case No. 18, — H. C, white, male, age fifty. Applied 
for treatment March 3d, with- the following history : Pain 
in right scapular region extending to pectoral region, of 
such a character as to prevent the patient following his 
avocation. He gives a history of recurrent attacks. Pres- 
ent attacks of one weeks' standing. Diagnosis : Brachial 
neuritis. Treatment : Brush discharge for 15 minutes and 
3-inch spark for 3 minutes. Complete relief.' He did not 
return for further treatment, as his trouble did not return. 
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Case No, ip. — Mrs. S., white, female, age forty-eig-ht. 
Diagnosis: Spinal neuritis. She applied for treatment 
March 15th, complaining of pain and weakness in left 
thorax, arm, hand and leg. She also complained of 
"great heart weakness" (I use the patient's own words). 
She is always afraid that she will drop articles when she 
attempts to pick them up. This condition of affairs has 
persisted for months. After about two week's treatment 
with the brush discharge there was no improvement. 
March 27th she was given the wave-current for 20 min- 
utes, a metal spinal electrode being used. . Then she was 
given sparks over effected area, with complete relief. She 
is still under treatment and improving daily. 

I could tire you with the history of such cases and the 
favorable results obtained from treatment with the static 
modalities, but I will refrain from doing so, and will only 
present to your notice a few cases of other congestive con- 
ditions which have been favorably influenced. 

Case No. j. — Enlarged and painful prostatic glands, 
gonorrheal in origin, of one year's standing. This pa- 
tient applied for treatment February 8th. I began the use 
of the wave-current, using a metal, rectal electrode with 
a three to four-inch spark-gap for 20 minutes. This 
treatment was given daily until the 12th. He was then 
much improved, prostate reduced very much in size and 
no pain. I lost sight of him until the i6th. He stated 
that he had been away, but was doing nicely. Treatment 
was again instituted and continued every other day to this 
date, April loth. Patient is still under treatment, but he 
is on the highroad to recovery, and prostate is about 
normal and he has no pain. 

Case No. 11. — Same condition. The treatment began 
March 6th. The prostate very much enlarged and very 
painful. He was treated daily until April loth. Exami- 
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nation revealed the fact that the glands were about nor- 
mal, and that they were not jn the least tender. He will 
be discharged in a few days. 

Case No. 7. — This patient had gonorrhea about two 
years ago. Examination showed prostate to be very much 
enlarged and intensely sensitive. He was given the same 
treatment as the preceding cases, and he steadily improved. 
Treatment began February i6th, and continued daily to 
February 26th, when he was discharged, the prostatic 
enlargement having disappeared, as well as all sensitive- 
ness. 

In the treatment of sprains and fractures the brush 
discharge will relieve congestion, pain, etc., and reduce 
swelling. It can be applied after the injured part has 
been attended by the surgeon, as the following case will 
illustrate : 

Mr. C. sustained a fracture of both bones of the left 
leg just above ankle joint. After wearing a plaster cast 
for six weeks the part was very much swollen, and there 
was pain at the seat of the fracture. Two applications of 
the brush discharge over cast relieved the pain and re- 
duced swelling to marked degree. In treatment of sprains 
the result from the brush discharge is extremely 
good. The pain and swelling will be much diminished at 
the time of administration, and cases of not more than 
thirty hours' standing will be cured in from five to ten 
days, during which time the patient should be permitted 
to use the part with care. In sprains of long standing the 
length of time required will vary with each case, but im- 
provement in most cases will be marked from the first. 

The treatment should be instituted as soon as the swell- 
ing appears, and should be continued until the parts are 
no longer sensitive. The frequency of treatment should 
be regulated to each individual case. 
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In the treatment of hemorrhoids, the metal electrode 
with the wave-current gives speedy and permanent results. 
I have treated quite a number of so-called "internal and 
bleeding piles" in this manner and in no case did the 
patient fail to get the longed-for relief. 
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DEMENTIA PRECOX. 



By J. W. MOBLEY, M.D., Milledgeville. 



In presuming to address you upon that phase of psy- 
chiatry which is yet in the balance, and under active 
discussion by the leading alienists of to-day, I hope, first, 
to command your attention and consideration, and, sec- 
ondly, to profit by your discussion of the paper which 
I present. The old and familiar phraseology "precocious 
child," if followed to its fundamental analysis, conveys 
to the medical mind, and especially the alienist, a signi- 
ficance of pathological import. Precocious children are 
considered abnormal in so far as the natural role of a 
child's life is concerned. Especially is this true where 
the child is irritable, the imagination brilliant, and the 
development of the body does not progress pari passu with 
the intellect. This precociousness or early sign of ab- 
normal mental development not being in accord with the 
physical forces, these children, in some instances, soon 
degenerate ; their minds come to a standstill, they acquire 
nothing more, and the hopes of this premature mental 
activity are lost in the awful picture of a sudden intellect- 
ual decay. This^ from an etymological standpoint, gives 
you the simplest and earliest type of that phase of in- 
sanity we now wish to study, namely, dementia precox. 

HISTORY. 

In the days of Esquirol many of this class of dementia 
and mental incompetency were considered as acquired or 
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accidental idiots and imbeciles. The assigned causes were 
generally regarded as providential or fortuitous; being 
provoked by some form of intemperance, accident or en- 
vironment, and not looked upon as the early expression 
of a distinct disease entity. Later on such men as Mag- 
nan (i). Morel and Falret, together with the pupils of 
their school, opposed this theory, and contended that the 
dementia of early life was an evidence of degeneracy and 
heredity in origin. It was not until 1863 that any defi- 
nite effort was made to give this peculiar mental affec- 
tion any positive classification. Kahlbaum described at 
that "time a positive psychosis, occurring at the age of 
puberty, which exhibited an early symptomatology to- 
wards dementia. To this he gave the name of hebephre- 
nia. His work, however, created very little comment, 
and it was not until 1871, when Hecker attempted to set 
forth a true and detailed clinical picture of hebephrenia. 
His observations led him to pronounce the symptom com- 
plex as a distinct alienation, and he proclaimed at that time 
that hebephrenia "was a mental affection occurring at 
the age of puberty, manifesting itself by alternate fits of 
mania and melancholia, and progressing rapidly towards 
dementia." 

ET101.0GY. 

Both Kahlbaum and Hecker regarded the time of the 
development of hebephrenia, that is, puberty — extending 
through the adolescent state, as of great differential and 
diagnostic importance. Indeed, its occurrence at this 
epoch in life was considered highly peculiar to the affec- 
tion, and puberty was regarded as its principal causative 
agent. This marked stress placed upon the time of the 
onset of the disease as a diagnostic and etiologic factor 
soon met active opposition from more advanced thinkers. 
The contention was made that it was possible for many 
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forms of insanity to occur at the puberal epoch. Only 
superficial observation sufficed to maintain this conten- 
tion, and hence, the causative relation between puberty and 
hebephrenia became a mooted question. Notwithstanding 
this, the appearance of certain stuporous and confused 
states at the time of puberty was so constant that Kahl- 
baum refused to discard the early evolutional stage as an 
etiological element, and contented himself with recogniz- 
ing two forms of the disease, namely : "The classic form 
terminating in dementia, known as hebephrenia vera ; and 
another less severe and curable form to be called heboid- 
ophrenia." From our conception of hebephrenia, or the 
simple form of dementia precox, in its present clinical 
status, we would not be justified in maintaining the views 
of Kahlbaum; especially in so far as they relate to the 
cause and the time of the occurrence of the disease. It 
must be conceded, however, that the involutional period of 
life is accompanied by remarkable mental and physical 
changes. These are especially pronounced in the female. 
The emotions begin to develop; new sensations are ush- 
ered into our natures; the reproductive sense becomes 
magnified, and with it we pass into a stage of imaginary, 
sentimental, emotional and physiological activity. This 
development period in life, gentlemen, is nature's great 
test of the survival of the fittest; those natures, either 
through a weakened inheritance or acquired instability, 
that can not withstand this terrible evolutional storm must 
fall. Is it so remarkable, then, that with dementia precox 
there is almost invariably linked an hereditary predis- 
position? The reasoning is as obvious as the sparkling 
water that flows from an undefiled fount ; it is simply the 
picture of cause and eflfect. I maintain therefore, that 
puberty, per se, does not possess an etiological equivalent 
in the disease before us, but on the contrary is the prin- 
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cipal factor in bringing into activity, with its symptom 
complex, a latent neuropathic element which is either 
acquired or congenital. In further corroboration of a 
primary degenerative factor in the development of demen- 
tia precox, I wi^h to cite the marked frequency of tuber- 
culosis in this class of patients as highly significant of this 
fact. It is not generally conceded that tuberculosis, as a 
disease, is transmitted from one generation to another,, 
but there is a unanimous acceptance of an inherited pre- 
disposing weakness that favors its development. Taking 
the history of tuberculosis in these cases, dating back 
from generation to generation, taking the history of in- 
sanity, moral depravity, and other manifestations of in- 
herited stigmata, both direct and remote, we can come to- 
a reasonable conclusion that precocious dementia is a pri- 
mary degenerative psychosis, with its most potent causa- 
tive factor resting latent in a quiescent inherited instabiK 
ity. We now wish to consider acquired predispositions. 
Cases are on record in which children born under the most 
favorable circumstances, with clear family histories and 
bright minds, may become victims of serious illness and 
accident ; upon these are visited weakened physical states^ 
with cerebral inferiority, terminating sometimes in de- 
mentia precox. Furthermore, certain infectious diseases,, 
such as typhoid fever (2), rubeola, and scarlatina occur- 
ring during adolescence may be followed by what appears- 
to be a primary dementia. Among the occasional causes 
might be mentioned mental strain. This is especially 
frequent in children coming into the active life of cities 
from the country, where the tax upon the nervous system 
is more than they can bear. Onanism is also considered to 
be an occasional cause. This practice is supposed to bring 
about a kind of neuropsychic exhaustion, but it is too- 
common to merit much consideration as a causative factor.. 
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PATHOGENESIS. 

There is very little information to be obtained upon the 
morbid anatomy of dementia precox, and, especially the 
organic changes in the brain. The specific pathogenesis 
as suggested by Dr. J. Christian (2) of the National Asy- 
lum, Charenton, to me is only plausible in so far as it 
recognizes an underlying defective state. 

His claims of a constant and identical alteration in the 
brain cells is intangible unless he accepts as an anatomical 
basis for such changes a pre-existing neuropathic ten- 
dency. We could just as reasonably contend that in the 
first stages of acute mania or melancholia there is a spe- 
cific cytolotic change in the brain. I am willing to admit 
that we do get cellular changes in the brain secondary to 
any of the psychoses, but the fact has not yet been es- 
tablished that with each and every alienation we get pri- 
marily a characteristic change in the brain structure. The 
investigation that is now being made by Dr. Wm. Rush 
Dunton, of Shepard and Enoch Pratt Hospital, is highly 
valuable and quite suggestive, but the pathologic findings 
noted by him come from those causes that have progressed 
slowly into dementia, and have died "vvell advanced in 
years. This links with his observations a secondary con- 
sideration which of necessity must undervalue his find- 
ings. I have been unable to find any report of a case 
dying early in the disease that went to autopsy with mi- 
croscopic findings noted. Dr. Dunton (3) observed cer- 
tain organic changes in the cells from different regions of 
the cortex, such as chromatolysis, swelling and displace- 
ment of the nuclei with degeneration and atrophy, but as 
stated above, these were in cases that had been existing 
for years. His investigation as yet has been quite limited, 
and these changes are in no sense to be considered conclu- 

9int 
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sive. It is highly probable that these changes in the cor- 
tex are not peculiar to dementia precox, but are only such 
pathological states that might arise in the coj^irse of any 
of the chronic progressive psychoses. The gross patho- 
logical findings in Dr. Dunton's cases are very interesting, 
but in no respect pecuHar. As mentioned before, tubercu- 
losis, and especially pulmonary, is quite frequent, and is 
probably due to the susceptible condition of these patients 
in their natural weakened state. 

CLINICAI. COURSE — SYMPTOMATOLOGY. 

We now come to look at dementia precox in its hos- 
pital aspect. The disease, if considered in a collective 
sense, possesses a clinical course and chain of symptoms 
that is quite distinctive and uniform. If we observe the 
affection in an abstract sense many and varied are the 
symptoms that come before us. The initial symptoms of 
the disease, in its several distinctive types, are always 
confusing and complex. Much embarrassment was pro- 
duced among the earliest observers, and even among alien- 
ists of to-day, by this varied symptomatology. Hence, it 
is highly probable that so many of the early writers de- 
scribe this same affection under many different classifi- 
cations. Dementia primary, adolescent insanity, pubes- 
cent insanity, juvenile insanity, katatonia and hebephrenia 
all representing a nomenclature that may be summed up 
in one meaning, namely, dementia precox. We are thank- 
ful to say that out of this chaos of unscientific terminol- 
ogy is rising a new hope and definite course for the great 
science of psychiatry. To Emil Kreplein we should bow 
our heads for his ingenuity in bringing into one category 
this class of mental alienation. To him should be given 
the credit for that inspiration that is transforming and 
revolutionizing psychiatry throughout the world. The time 
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has come when the study of mental diseases has come to be 
a science. The honest thinkers in this field of great ab- 
struseness are no longer content to regard every horse- 
face apprehensive woman as acute or chronic melancholia ; 
they are no longer content to look upon every case of 
psychomotor excitement, with alternate stupor and de- 
lirium extending over a period of from several months to 
many years, as acute or chronic mania ; no longer content 
to look upon the lucid intervals of maniac-depressive in- 
sanity and dementia precox as cures, and diagnose* these 
CEses from year to year as they return to the asylums as 
recurrent mania. Kreplein!s classification is still open to 
criticism, but through it we are offered a satisfactory 
working basis. His (4) observations led him to conclude 
that a large majority of mental diseases fall under one 
of two groups — the maniac-depressive group, ending in a 
certain per cent, of recoveries ; and those cases terminating 
in some form of dementia, representing one of the types 
of dementia precox. It is quite probable that a largfi per 
cent, of the secondary and terminal dements in our hos- 
pitals to-day are but cases of dementia precox in tts more 
advanced stage. In taking up the symptoms of dementia 
precox it is best to be more general than specific. Hair- 
splitting diagnoses made upon special symptoms, without 
j:::?idering the history of the disease as a whole, is 
liable :.^ v:?duce as much confusion as an abstract passage 
from the Bi^le. The physical characteristics of the dis- 
ease present a more striking and interesting picture than 
does the mental symptoms. 

The motor phenomena exhibited through certain grim- 
aces, stereotypy, impulsive movements, eccentricities of 
manner and verbigerations can not be forgotten. The 
systematic distortion of the face; the peculiar puckering 
of the lips — snout-lip — and the pacing of the floor, and 



124 Dementia Precox. 

the working of the hands in the same invariable way 
certainly points to a separate and distinct disease. Notable 
among the mannerisms are the peculiar physical feats 
which these patients sometimes perform. Dr. Christian 
reports a case that always, when he enters the ward, tips 
up to him, lightly touches his shoulder, and then recedes 
to his corner again, assuming the same stsfring stuporous 
vegetative attitude and apparently oblivious to things 
about him. I recall among my cases one that looks at the 
ceiling constantly while making a characteristic gesture; 
another who has rubbed her nose for years in the same 
constant routine way. The impulsive acts of the preco- 
cious dement embody within themselves an element that is 
highly differential and peculiar to the disease. It is in this 
impulsive fit that this class of patients are most danger- 
ous, and frequently commit acts of violence and even 
homicide, without any after-memory of what they have 
done. The act seems to be one of imperative motor ex- 
citement, as the volition takes very little part in the per- 
formance. Cases are on record in which patients under 
this imperative influence have wandered away and found 
themselves in new and strange surroundings. They are 
never able to tell why and how they got there. Admit- 
ting the epileptiform and apoplectiform phases of de- 
mentia precox, it is quite probable that this sudden un- 
conscious wandering of patients represents a type of psy- 
chic epilepsy, which in all probability is nothing more than 
dementia precox itself. 

Dunton says it is easy to differentiate the impulsive acts 
of the precocious dement from those of paranoia and 
mania. In the former the sudden violence usually occurs 
without warning, is motiveless, and comes like a "clap of 
thunder from a clear sky." The patient is unable to give 
any reason for his act, and therefore denies it. In mania 
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or paranoia impulsive acts, with attempts at violence, 
emanate from a delusion or provocation, and the patient 
endeavors to explain and justify his motive. One of the 
most striking physical phenomena is the marked negativ- 
ism displayed in nearly every case. Negativism has been 
defined "as the silly, purposeless resistance to every exter- 
nal impulse." It is almost impossible to get the co-oper- 
ation of these patients in any way. They do not see, as a 
general thing, the necessity of any procedure you may 
make in their interest, and hence, offer a certain amount 
of resistance to every effort to elicit their true condition. 
Of great interest is the peculiar condition of muscular 
rigidity which is characteristic of the katatonic type. In 
this instance negativism seems to be suspended, and the 
limbs are allowed to remain in whatever position placed 
for quite a while. The stupor is to be mentioned here 
as a very impressive phase of the disease. In this state 
patients may sit or stand for days in certain positions 
without apparently -the slightest interest or knowledge of 
their surroundings. 

Strange to say, however, before the period of 
dementia sets in, they are perfectly appreciative of 
the external conditions about them, and hence, their 
orientation is undisturbed. Attention is very much im- 
paired, as it is almost impossible to educe answers to ques- 
tions, and when answers are obtained they seem to be 
more automatic and motor than volitional. Memory for 
past events is very good, but these patients are unable 
to elaborate in any way, and their ability for technical 
work is greatly reduced. The deep reflexes are nearly 
always exaggerated, being more active in some cases than 
in others. There is no special change in the pupils, some 
of my cases have shown a sluggish reaction to both light 
and accommodation. Sensation appears to be disturbed 
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to a marked degree in a large per cent, of cases, but 
whether or not this is a true afferent disturbance is hard 
to say. Special mention is made by several authors of the 
irritability of the facial nerve ; slight percussion over the 
facial causing in some cases sharp, quick contractions of 
the obicularis-palpebrarum. I have elicited this symptom 
clearly on several occasions. At the time the patient is on 
the downward scale in nutrition marked desquamation of 
the epidermis is sometimes observed. Great quantities of 
ropy mucus is either excreted from the mouth or stomach 
in certain cases, and the buccal cavity is usually found to 
be full, with constant driveling. The pulse is generally 
irregular, rapid and of low tension. The fingernails are 
often eaten deep into the matrix. The appetite is quite 
variable, but is generally poor, and often tubal feeding 
has to be resorted to in the beginning of the attack. 

Trommer and Christian make the following summary 
of symptoms : 

The tendon reflexes are increased ;• the pupils may be 
equal, dilated or irregular; saliva is increased; constant 
appearance at puberty or adolescent state ; a peculiar con- 
fusion in speech, writing and demeanor; the tendency to 
the production of anomalies in gait, gesture, mien and 
action; weakness of judgment; various delirious symp- 
toms at the beginning ; constant sudden impulses ; a rapid 
termination in a peculiar dementia. 

• DIAGNOSIS AND PROGNOSIS. 

The above symptomatology covers the simple or hebe- 
phrenic and katatonic forms. I will merely mention in 
passing the paranoid type of dementia precox. Here the 
disease assumes the peculiar characteristics of paranoia, 
but is different from paranoia in its early tendency to- 
wards dementia. Idiocy and imbecility may be confound- 
, ed with certain stuporous phases of dementia precox, but 
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in the -former there are usually the marks of physical de- 
fectiveness and congenital mental deficiency, while if you 
look well into the history of dementia precox you will 
see the glimmerings of a once active intellect. A few 
months' observation will generally enable you to differen- 
tiate the stuporous types of melancholia from dementia 
precox. 

The prognosis is bad. Kreplein gives eight per cent, of 
apparent recoveries in the hebephrenic form. While thir- 
teen per cent, of the katatonic forms he claims recover 
sufficiently to resume their avocations. 

Some authors regard this as entirely too high. Chris- 
tian states that no case ever makes a complete recovery. 
The further special differential diagnosis is too volumin- 
ous to enter into here. I will only state in conclusion that 
dementia precox is a chronic progressive psychosis with 
a peculiar tendency towards dementia, and having its de- 
termining features represented in a peculiar chain of 
symptoms of excitement, delirium, stupor, mannerisms, 
negativism, verbigerations, stereotopy and cera-flexibili- 
ties. 
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DISCUSSION ON DR. MOBLKy'S PAPER. 

Dr. Martin Cooley, of Savannah: I think the excel- 
lent paper of Dr. Mobley should excite interest among 
us. Its presentation should attract the interest of the 
profession generally. Psychiatry is a complex subject, 
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and, unfortunately, up to this time our nomenclature has 
been confused in our study of cases, and it is only recently 
that men have gone into psychiatry and have brought to 
it the same clinical study that has been given to t3rphoid 
fever or any other disease, and it is through the excellent 
work of Kreplin and the Germans that we get a most 
excellent idea of psychiatry, giving us a rational prog- 
nosis. 

These cases of dementia precox are most interesting 
indeed, because we must recognize that they are going 
to be misinterpreted. There is liable to be confusion. 
Let us take the simple psychoses or melancholia, which 
we think would recover, but which does not. These cases 
occur, in my experience, in young people of a consider- 
able degree of intelligence, the so-called bright people 
who develop a paranoiac idea. It is usually called para- 
noia by the general practitioner. They get- ideas of per- 
secution and go all to pieces. _ 

A patient was sent to me from Charleston who sustained 
a slight injury in childhood, without any bone injury. 
There was simply a scar. There was no epilepsy or any 
evidence of fracture, but a surgeon nevertheless insisted 
on trephining the skull. Six months ?ifter that it was 
decided that the trouble was reflex, and the ovaries were 
removed. I saw the girl two months thereafter, and her 
condition was one of dementia, and since then has been 
extreme. She was sent on my advice to a sanitarium, and 
has recovered. It was negligence on the part of the sur- 
geon. She had a condition which was beyond his care. 

I think Dr. Mobley's paper should excite considerable 
attention, and point out the important fact that the gen- 
eral practitioner should strive to recognize these cases 
early. Psychiatry to-day is receiving much more attention 
than it has in the past. A good many men are taking it up. 
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Our asylum superintendents, who are busy men, have not 
the time necessary to study this subject thoroughly, and 
it is well that we have men who are scientifically equipped, 
and of good general education, who can take up this sub- 
ject and study it in the manner in which it ought to be 
studied. Kreplin psychiatry is modern psychiatry. 

Dr. E. B. Block, of Atlanta ; I wish to express my in- 
terest in Dr. Mobley's paper, which was an able one on 
this subject. I desire to call attention to one feature 
peculiar to the disease which he did not mention, and that 
is the peculiarity of the hand-shaking of these patients; 
the limp, loose, extending of the hand, which is given 
without any grasp, such as ordinarily takes place in greet- 
ing. This is a rather characteristic feature of this dis- 
ease. 

Dr. Mobley (closing the discussion) : While I have 
said nothing particularly new in my paper, I made an at- 
tempt to cover the subject as thoroughly as possible in 
the time allotted me. It is well for the general practi- 
tioner to take this class of patients, especially young chil- 
dren, and place them under the most favorable circum- 
stances. A child with inherited stigmata or mental weak- 
ness should not be subjected to anything that will irritate, 
or at least be trying to him. 

That is the only respect in which I thought this paper 
would excite the interest of the general practitioner, 
throwing a safegurd around this class of children, when 
this disease, at or before puberty, is so likely to develop. 
Of course, it may develop later, even at the age of twenty- 
five years, but that is still a mooted question. 



ANTERIOR POLIOMYELITIS. 



By J. CHESTON KING, M.D., Atlanta. 



Acute diseases of the anterior gray cornua are known as 
acute anterior poliomyelitis or anterior cornual myelitis, 
or acute atrophic paralysis, or sometimes simply as in- 
fantile paralysis. It differs from chronic myelitis or 
transverse myelitis in that it is selective, limiting itself to 
the anterior horns of the grey matter. 

From one of its names, it might seem that it occurs 
only in childhood, but it occasionally occurs between ten 
and twenty years of age, or over that. It is most frequent 
in children of three years and under, and affects either sex 
about equally. The time of the year is a most significant 
factor for the occurrence of this class of cases. They are 
found to be most numerous in the hot months — ^June to 
September. 

This might be explained as due to violent heat, followed 
by sudden chill, as getting wet and exposure to cold pro- 
duce the disease. But its causes are practically unknown. 

SYMPTOMS. 

Generally the child is taken suddenly ill, with more 
or less fever, vomiting and perhaps convulsions. It 
is put to bed, passes a restless night and perhaps 
no diagnosis can be made at first. The following 
morning, perhaps, one, two, or even all four, limbs may be 
completely paralyzed. 

Sometimes the trunk muscles are involved. The tem- 
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perature is not very high, but remains stationary for four 
or five days. 

In many cases the onset is very sudden, the paralysis 
coming on in a few minutes (which is suggestive, that 
these cases are Hkely due to hemorrhage or thrombosis of 
the cord). 

Sometimes the paralysis takes one or two days to de- 
velop. Sensation is not affected and the power over the 
bladder and the rectum is not impaired as a rule. There 
are exceptions to this. 

The maximum paralysis is reached either at once or 
within a very short time. Then it remains stationary for 
a few days, after which certain muscles will improve in 
power. 

Motor power gradually returns in one part after an- 
other, until paralysis is narrowed down, it may be, to 
one or more limbs, or even to a part of one limb. 

One leg, one arm, both legs, arm and leg of the same 
side may be affected. Within the limbs, certain groups 
of muscles may be picked out in a manner that is sugges- 
tive of spinal cord disease ; for instance, in the upper limb 
the muscles of the hand and forearm, or the deltoid spi- 
nati and flexors of the elbow ; in the lower limb, the an- 
terior tibial group, or the calf muscles, or the thigh mus- 
cles. Within a fortnight, or earlier, the electro-contrac- 
tility begins to alter and the muscles waste. This wasting 
marks out the localized character of the disease and these 
wasted muscles become flaccid at the end of two or three 
weeks, and if tested electrically they give the reactions of 
degenerations, . vi'z. : they do not react to a f aradic cur- 
rent, or only to a very#trong one, and they show increased 
irritability to the constant current, and especially to the 
positive pole. 

In most cases, but not all, these muscles, which lose 
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their faradic contractility and rapidly waste lose also, in 
the course of six months, their excitability to the constant 
current, and are permanently paralyi^ed; while in the 
muscles which ultimately recover the reaction to the two 
currents is diminished, but not completely lost for both. 
The distribution of the paralysis is more often seen in the 
legs than the arms, and it is not, as a rule, syrnmetrical. 
The whole limb may be paralyzed, but more commonly 
certain muscles, which will be seen to correspond to the 
groups of muscles assigned to the different segments of the 
brachial and lumbar enlargements of the cord. Even in 
mild cases, it is probable that some permanent disability 
will be left. In severer cases, as time goes on, not only 
do the muscles waste, but the bones of the affected limb 
are checked in their development, so that it becomes 
shorter than the opposite. Vasomotor paralysis is seen, 
the skin becomes cold, purplish and subject to chilblains. 
Deformities of the foot arise, mainly from the unbalanced 
action of non-paralyzed muscles ; this disease is a fruitful 
source of club-foot. Where the extensors and flexors of 
a limb are paralyzed, it is quite flaccid, like a snail. 

PATHOI.OGY. 

In cases described by Ferrier-Drummond and Op- 
penheim, the spinal cord shortly after death was 
red and softened, and from microscopical examina- 
tion showed extreme vascularity, especially in the anterior 
horns, and also in the white columns and the middle and 
the anterior parts of the posterior horns, the arteries be- 
ing intensely con jested with minute hemorrhages. 

The neuroglia was swollen and ki the anterior cornua 
the changes were most marked, the cells being granular 
and ill-defined, and processes often absent. 

In cases of longer duration softening of the cord has 
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been found. In the muscles, the muscular fibres in part 
completely disappear and are replaced by fibrous tissue. 

The primary lesion is vascular, in most cases inflamma- 
tory, and in some hemorrhagic, but in the absence of an 
injury, the cause of the lesion is not known. 

The destruction of a cell in the anterior horn is followed 
by atrophy of the muscle fibril, which it supplies ; and as 
the cell is not regenerated, the fibril remains permanent]!/ 
paralyzed and atrophied. 

PROGNOSIS. 

It is not fatal, except where the muscles of respiration 
are involved. 

At the expiration of two weeks the muscles that 
react to faradism will recover, and those that do not 
react will either be permanently paralyzed or partially 
so; in the latter' case, as long as the retention of reaction 
to the constant current remains there is some hope that 
the faradic reaction may return, and with it the power of 
the muscle. 

TREATMENT. 

At the onset of the attack the patient • should be 
kept absolutely quiet in bed and lie on the face 
or on one side, and hot applications made to the spine. 

We dan not repair the destruction of cells, but we can 
facilitate recovery by maintaining the nutrition of the 
paralyzed parts. When the attack is due to cold the limb 
should be kept warm from the first; diaphoretics, as liquor 
ammoniac acetatis and citrate of potash, should be given ; 
ergot and belladona are also recommended. 

After the disease has assumed a stationary condition, 
cod-liver oil and tonics are used. Local treatment should 
not be used until at least a month has elapsed. The limb 
should then be bathed in hot salt and water and rubbed 
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with a rough towel, and especial care should be taken to 
keep the limb warm with thick stockings; the muscles 
should . also be systematically rubbed every night and 
morning. 

. . ^he 6Dnstant current should be used ; both because it 
dijates the. blood vessels of the part, and because the mus- 
^ cles will contract under it, and not under faradism. 
,. The positive pole should be applied to the spine with a 
Jarge, thick pad, wt\l wet with salt and hot water, and the 
affected muscles should be brushed up and down with the 
- negative pole, applied with an electrode two inches in 
diameter ; the electrode should be taken off and reapplied 
at the end of each stroke, so as to make and break the 
current, the strength of which should be only just sufficient 
to produce a slight contraction in the muscle. The appli- 
cation should be made for fifteen minutes each day. 

With children it is best to begin without any current 
at all and proceed, in the course of a week increasing 
every day by one or two cells till the proper strength is 
reached, or as much as the child can bear. In some chil- 
dren the application produces so much fright and general 
disturbance that it is best to discontinue it. Though elec- 
tricity has probably no effect on restoring the functions of 
damaged cells in the anterior horns of the spinal cord, it 
is beneficial in keeping up the excitability of the muscles, 
so that should the cells recover, the muscles will be in the 
best condition to respond to impulses emanating from 
these cells. 

As long as the muscles respond to the constant current, 
treatment may be continued ; when this fails, it is useless. 

DISCUSSION ON DR. KING's PAPER. 

Dr. J. W. Daniel, of Savannah: I would like to ask 
Dr. King a question. In his treatment of this disease he 
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mentioned that the electric current should be used. He 
stated that the object of the electric current is to dilate 
the blood vessels. ' He furthermore stated that the. posi- 
tive pole should^ be applied .to the spine. Now, if the 
positive pole be applied to the *pine, it will not dilate the 
blood vessels, but, on the contrary, it will contract them. 
The negative is the dilating, pole. 

Dr. King (in closing)'^: In' reply to the remarks of Dr. 
Daniel, I will say that the current which should be used 
in the treatment of this disease is the constant current. 
The faradic current is rarely used, only as a test measure, 
but not as a curative measure. I use the constant current 
and break it. 



A CASE OF PARAMYOCLONUS MULTIPLEX. 



By E. bates block, M.D., Atlanta. 



The patient, a married woman, age eighteen years^ 
came to me on the 12th of February, 1906, complaining 
of a sucking, jerking motion of the tongue. 

Family history : The father disappeared suddenly eight 
years ago, and has not been heard of since. Mother is 
living and well. One brother died of t)rphoid fever. One 
sister, living and well. She has been married for two 
years, and has one child living and well. 

Past history : Had measles in March, and her child was 
bom last August. (The child has never had measles.) 
Whooping cough, chicken-pox. "Stomach dropsy" when 
a child, up to nine years ago, in which the stomach, legs^ 
forearms and hands were much swollen. There has been 
no swelling since that time. 

Present illness : Began on the 4th of April, 1905, three 
weeks after the measles- The tongue is stuck between the 
teeth and withdrawn quickly, making a sucking sound, 
from forty-two to forty-four times in ten seconds; that 
is, two hundred and fifty-two to two hundred and sixty- 
four times a minute. This is much worse when she is 
excited or nervous. She can stop long enough to talk 
usually, but for three weeks in June she was rarely able 
to stop long enough to say a word. ^ It keeps her awake 
at night, often as much as four hours, but stops during 
sleep, and she usually sleeps well. Ordinarily, it does not 
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interfere with eating, but in her worse attacks she was 
only able to take a little milk. She has only momentary 
control over the attacks when they are bad. She was free 
from it for three weeks after her baby was bom and it 
is often absent for a few days or several weeks at a time^ 
but is present more than half the time. Sometimes the 
head jerks, or one or the other arm, or both, or one or 
the other leg, or both, may alternately jerk, usually asso- 
ciated with tongue movements, but sometimes without it.. 
For the first three weeks of this trouble only the hands 
and the feet were affected, and the trouble started in the 
right hand. Sometimes only the jaws work together, like 
the teeth are chattering, and this interferes with her chew- 
ing her food. The motion of the hands is hke wringing: 
the hands. They are not moved at the same time, but 
she wrings one and then wrings the other in an exactly^ 
similar fashion, and then may jerk one lug and then the 
other. She has frontal and nucheal aches frequently, 
worse when she is nervous. She says that her eyelids 
jerk at times, but I have never seen this. Her eyes are 
easily tired, and she can not read or sew long. Ears and 
nose good. She had some swelling on the right side of 
her larynx at her menstrual periods before she was mar- 
ried, from May, 1904, until about March, 1905, as big as 
a hen's ^g and lasted each month about six days, accom- 
panied by a prominence of her eyeballs, but there was no 
history of tachycardia. She is now nursing her baby and' 
is not menstruating, but she was irregular after her mar* 
riage and had much pain, lasting about five days. 

She has had frequent crying spells all her life, but worse 
since her father left suddenly eight yeais ago and this 
trouble began. She has a large ringwomi on the right 
side .of her neck. 

10 mt 



138 A Case of Paramyocwnus MuIvTipi^ex. 

Her spasmodic movements stop when her attention is 
distracted by asking a question and preparatory to answer- 
ing it, and jerking can sometimes be brought on in her 
hands and legs by suggestion. Her patella reflexes are ex- 
aggerated. When the tongue is in action tapping the mus- 
cles or tendons produces spasm of the legs always, and the 
spasm may sometimes also be produced in the l^s when 
the tendon is struck, even when the tongue is not jerking. 
Her thyroid glands is not enlarged. She says that she 
knows when her attacks are coming on* by having numb- 
ness in her hands and feet when she gets up in the morn- 
ing. The trouble is least pronounced while standing up, 
worse sitting down and still worse lying. She has no 
pains anywhere. The patient is a poor woman, of less 
than ordinary intelligence. 

The case is interesting not only on account of the 
rarity of the affection, but the rapidity of the muscular 
contraction far exceeds any other case that I have ever 
heard of. The greatest number of muscular contractions 
in any case reported heretofore to my knowledge has been 
1 80. While many writers prefer to class this disease 
with hysteria, it seems very doubtful if this is the proper 
view to take of it, in that not only individual muscles may 
be seized with these shock-like contractions, but even por- 
tions of muscles may be so affected, and the violent mus- 
cular contractions may take place even without locomotor 
effect. Then, too, the other stigmata of hysteria may be 
absent. The disease is very commonly associated with 
epilepsy. 

The disease is curiously different from chorea. In the 
latter disease on asking the patient a question the move- 
ments become more pronounced, whereas in the former 
they usually subside until after the question is answered. 
Also in chorea the face is more commonly affected than the 
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extremities, while in myoclonia the limbs are more com- 
monly affected than the face. While chorea is commonly 
unilateral, myoclonia is usually bilateral, voluntary move- 
ments are apt to evoke chorea, but retard the movements 
in myoclonia. Then, too, there is a marked difference in 
the apparently purposive irregular arythmic group-like 
contractions of the muscles in chorea, and the shock-like 
contractions in myoclonia. 

vThe patient has improved very much under the use of 
thyroid tablets, so that pressure on the muscles or nerves 
and tapping the tendons does not now produce the mus- 
cular phenomena after three weeks treatment. 



RECENT STUDIES IN RABIES. 



By JAS. N. BRAWNER, M.D., Atlanta. 



Since Pasteur's memorable work on rabies, demon- 
strating the constant occurrence of the virus in the ner- 
vous system and the means of attenuating it so that pre- 
ventive inoculations might be made, numerous investiga- 
tors have studied this disease in every detail. Especial 
attention has been paid to the pathology and every portion 
of the nei*vous system has been minutely scrutinized by 
the best histologists in search of specific lesions. Other 
workers have been especially active in trying to improve 
on the preventive inoculations of Pasteur or to get an 
effective serum. One or two have been equally active in 
trying ^o disprove the existence of such a disease commu- 
nicable to man, ^nd have written many articles setting 
forth their claims. Those who deny the existence of 
rabies are fast disappearing, and it is now rare to see 
a physician skeptical on the subject. 

While an immense amount of w^ork has been done to 
improve on the preventive treatment now used at all the 
Pasteur institutes, but little has been accomplished. Va- 
rious means have been used to attenuate the virus and 
many attempts have been made to obtain a serum that 
would be effective after symptoms develop, but prac- 
tically no improvements have been made on the method 
of treatment first demonstrated by Pasteur, excepting, 
perhaps, that much larger doses than formerly are now 
used. 

(140) 
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The pathology of rabies is interesting from many 
standpoints, and important results have been obtained 
from recent investigations along this line. One of the 
most practical questions has been, can a specific lesion 
or micro-organism be found so that a rapid and positive 
diagnosis may be made from a microscopical examination 
of the tissues. The lack of a means for rapid diagnosis 
in cases of suspected rabies in animals has been long felt, 
as patients are often put to unnecessary worry and delay 
awaiting the result of the inoculation of rabbits. 

It is not necessary to describe the *Vabic tubercle'* of 
Babes, or the epitheloid infiltrations about the neurons, 
first mentioned by Van Gehutchten and Nelis; but we 
will consider more in detail those structures more recent- 
ly described, now commonly known as "Negri bodies." 

In March, 1903, Dr. A. Negri, of the University of 
Pavia, announced the discovery of certain bodies in the 
central nervous system of animals dead of rabies which 
he believed to be the specific germ of this disease. This 
announcement, coming from Dr. Golgi's assistant, and 
one perfectly familiar with the microscopical appearance 
of both normal and pathologic nerve tissue, at once at- 
tracted attention. Since that time numerous investiga- 
tors, especially the Italians, have confirmed his results. 

In August, 1903, Dr. Negri made a further report, 
stating to that time he had examined the nervous sys- 
tems of over one hundred animals suffering from rabies 
and various other diseases, and found the bodies only in 
the animals proven to be rabid by the inoculation test. In 
two instances where rabies existed the structures could 
not be demonstrated. 

Later, Bertarelli and Volpino found the bodies de- 
scribed by Negri in the brain of a boy who died of hy- 
drophobia Bertarelli, summarizing the work done in 
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Italy by Negri, Volpino, Abba, Bermans and himself, 
states that in more than a thousand tests the bodies were 
found in all cases of rabies except three, and were never 
found in animals free from the disease, as determined 
by the Inoculation of rabbits. 

Poor, in New York, after twenty-three examinations, 
confirmed the results of the Italians. 

The structures described by Negri are usually found 
in the cytoplasm .of nerve cells or the proximal ends of 
their processes, but not in the nucleus, though they may be 
in contact with it. He believes them to be protozoa. 
They occur most frequently as inclusions of the large 
pyramidal cells of the hippocampus major, Purkinje cells 
of the cerebellum, the large cells of the spinal ganglia, 
spinal cord, pons and occasionally the pyramidal cells 
of the cerebral cortex. As a rule they are much more 
numerous in the hippocampus major than in other por- 
tions of the nervous system, though this is not always the 
case, as they may be absent here and numerous in the 
spinal cord or cerebellum. Negri states that when rabies 
is produced by inoculation into the sciatic nerve the bodies 
are found chiefly in the spinal cord and ganglia, rarely 
in the brain. When the inoculation is on the face, they 
are more abundant in the gasserian ganglia, hippocam- 
pus major and cerebellum. There seems to be a differ- 
ence of symptoms corresponding to the distribution of 
the bodies. Ordinarily when the disease is acquired in 
the natural manner they are larger and more numerous 
in the hippocampus major. This is probably due to the 
fact that most bites communicating the disease are in- 
flicted on the head or face. 

As usually found, Negri bodies are from four to six 
microns in diameter. Occasionally, especially early in 
the disease, they are very small, barely visible with a 
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I-I2 oil immersion. At other times they are large, meas- 
uring twenty-five microns in length. The larger forms 
are more frequently found in laboratory rabies and in 
the natural form closest to the site of inoculation. 

They are round or oval in shape, occasionally irregu- 
lar or elongated. When seen in fresh, unstained tissue, 
teased in a dilute acetic acid solution, they seem to con- 
sist of a nongranulated substance of hyaline appearance. 
In the center of the larger forms bright spots may be 
seen, surrounded by a band of homogeneous protoplasm. 
In specimens stained with eosin and methylene blue, they 
appear as dark red structures imbedded in the blue proto- 
plasm of the nerve cells. They show up black in speci- 
mens stained with osmic acid. 

To demonstrate these bodies, fix a small piece of each 
the hippocampus major and cerebellum in a saturated 
solution of corrosive sublimate, or of Zenker's fluid, de- 
hydrate in absolute N alcohol for six or eight hours, and 
section in paraffin. The sections should be thin and uni- 
form. Fix upon a slide with Mayer's albumen, treat with 
a one-half per cent, aqueous solution of eosin for five 
minutes, wash in water and counter stain with a one- 
half per cent, aqueous solution of methylene blue for 
five minutes. Rinse in water, dehydrate absglute alco- 
hol, clear in xylol and mount in balsam. In specimens 
thus prepared, the Negri bodies stand out very distinctly 
as dark red structures, imbedded in the blue cytoplasm 
of nerve cells. As a rule, but one body is found in a 
cell, though occasionally two, three or even four may be 
found. The smaller bodies appear homogeneous in struc- 
ture, but the larger ones contain a blue central mass re- 
sembling a nucleus. (Demonstration.) 

While most observers believe these bodies to be 
the causative factor in rabies, all admit that posi- 
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tive proof is lacking. The definite nioq)hoIogy of 
the structures and the constancy of their occurrence, tend 
•tO' substantiate such a behef. Three hypotheses may be 
»ciffered to explain their occurrence: (i) Degenerations, 
or artefacts of the cell protoplasm; (2) phagocytosis, 
that is, the nerve cells attracting and enveloping certain 
•other normal histological structures, as red blood cor- 
puscles; (3) the specific micro-organism of the disease. 

As to the first hypothesis, Negri states that artefacts 
can not be made by any method of preparation to simulate 
these bodies, and his conclusions are corroborated by all 
observers so far as I am able to determine. The question 
of degenerations should be carefully considered. While 
il is the general opinion that no form of metamorphosis 
of the cell pro-toplasm could account for structures so con- 
stantly found in certain cells, so definite in shape and 
tiniform in staining reaction, yet the possibility of the 
toxin causing a specific fo-rm of degeneration should be 
kept in mind. 

Poor states that in a case of tetanus minute eosino- 
philic granules were found in the Perkinje cells of the 
'Cerebellum, but to an experienced eye they would not be 
:mistaken for Negri bodies. Nerve cells in all stages 
^of degenercttion show no such structures as are found in 
rabies. Negri bodies retain their characteristics in cells 
in all stages of degeneration, and Negri states that they 
even resist the putrefactive process. 

The theory of phagocytosis is less tenable than that of 
-specific degeneration. To the inexperienced erythrocytes 
are more likely to be mistaken for Negri bodies than any 
other histological structures, as they are about the same 
size, though usually larger, and are eosinophilic in reac- 
tion. This fact suggested the hypothesis that Negri bodies 
^vere red blood corpuscles phagocytized by nerve cells. 
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To me this view is untenable for many reasons. While 
both Negri bodies and erythrocytes stain red, the for- 
mer are of a darker color. In fresh preparations the 
bodies are hyaline and have not the slightest resemblance 
to red blood cells, and in sections stained with osmic acid 
they show up black, while the latter remain unstained. It 
is also impossible to conceive of a phagocytized red blood 
corpuscle increasing in size and developing a nucleus. 
Phagocytized red blood corpuscles in the spleen show no 
resemblance to Negri bodies, but are found as fragments 
and in various stages of degeneration. 

Both direct and indirect evidence in favor of these 
structures being the specific germs of the disease may be 
said to exist. As stated by Bertarelli : "In more than a 
thousand tests the Negri bodies were nev'er found in ani- 
mals free from rabies as determined by inoculation of 
rabbits. On the other hand, they were always found in 
infected animals with three exceptions", and in these only 
a part of the nervous system had been examined." It 
may be said that in all cases of rabies if every part of the 
nervous system were examined, these bodies w^ould inva- 
riably be found. All observers agree that Negri bodies 
are never found in other diseases, even in those where 
the degenerative changes in the nerve cells are pro- 
notmced. Judging from analogy, we must admit that 
rabies is caused by a specific micro-organism, and from 
its behavior to heat, chemicals and culture media, we are 
probably justified in believing it to be a protozoan. 

The virus is destroyed in a few minutes at a tempera- 
ture of I ID degrees F. Two per cent, carbolic acid ren- 
ders it inert in a few seconds, and it is rapidly destroyed 
by any of the weaker antiseptics. It retains its virulence 
for weeks or months in neutral glycerine. Glycerine that 
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is slightly acid destroys the virus. It can not be grown 
en any known culture medium. 

Like many protozoan diseases, it is communicatcri 
through the saliva. We now know that malaria, moun- 
tain fever, cattle fever and probably yellow fever, are 
protozoan diseases, and are all communicated through 
the saliva of infected mosquitoes, ticks, etc. While it is 
true that the virus of rabies does not pass through an in- 
termediate host, but directly from animal to animal, yet 
the fact that it is eliminated by way of the salivary glands 
is suggestive of the protozoan nature of the organism. 
So, from indirect evidence in our possession, the specific 
germ of rabies is probably a protozoan, and as N^ri 
bodies resemble protozoa, we are justified in assuming 
them to be the causative factor in this disease. 

Whether or not w^e regard the bodies discovered by 
Negri as the specific cause of rabies, their value as a 
means of rapid diagnosis is now generally recognized. 
When the brain of an animal is examined and Negri 
bodies are foimd, the e\^idence is considered positive and 
a diagnosis of rabies is made. More than one thousand 
tests, confirmed by the inoculation of rabbits, have now 
been reported, and not a single exception has been found. 
At the Georgia Pasteur Institute, within the last eighteen 
months, I have demonstrated Negri bodies in forty-two 
dogs and three cats, and in every instance the rabbits 
inoculated died of typical rabies- In three cases where 
the inoculation test resulted positively, no bodies were 
found, though only the hippocampus major was exam- 
ined, and the animals were killed in the first stages of tl:c 
disease. In fifteen dogs and two cats, proven not to be 
rabid, no such structures could be demonstrated. 

In conclusion, it may be stated that we now have a 
leliable method by which the diagnosis of rabies in ani- 
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Tiials can be made in a few hours. It has many advan- 
tages over the old method, the inoculation of rabbits. 
Much time is saved and the patient reHeved of much sus- 
pense. At present I always inoculate one or two rabbits 
1p corroborate Negri's test, and if the bodies can not be 
found rabbits should invariably be inoculated to prove 
conclusively the absence of rabies. Dr. Negri has given 
us a most valuable diagnostic method, and it is the con- 
sensus of opinion that he has also discovered the specific 
micro-organism of rabies. 

DISCUSSION ON DR. BRAWNER'S PAPER. 

Dr. Henry R. Slack, of LaGrange : At the last meet- 
ing of the Medical Association of Georgia, held in this 
city, I read a paper on hydrophobia, its prevention and 
treatment, and at that time the distinguished dean of the 
Medical Department of the University of Georgia (Dr. 
Foster) took issue with me. I refer to this now, as he is 
not present to-day, having answered the long roll-call. 
He did not believe in rabies. The paper I presented was 
based on the work of Nelis- and Ravanel, showing that 
in this disease there was a hyaline degeneration of the 
nerve cells. This has since been proven to occur in other 
diseases than rabies, and is not considered so valuable 
as a test, although they have found it in nearly every in- 
stance of rabies. But the work of Negri seems to be a 
classic. There are some few exceptions to it. We have 
proved it in our institution in Atlanta. There were only 
two cases in which there was failure to find Negri bodies 
after the inoculation of rabbits which showed rabies. 
This places hydrophobia where it should belong, and 
where all physicians accept it, as a disease which is trans- 
missible to man. 

At the time Dr. Foster took issue with me he had the 
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support of two distinguished medical writers, Loomis 
and Douglas. Dr. Loomis, as many of you doubtless 
know, has been converted to the hydrophobia theory by a 
sad personal loss. His son was passing along Fifth ave- 
nue, New York, one afternoon and was bitten by a dog. 
There was a crowd of people w^ho saw the boy bitten. 
The wound w^as not cauterized. Dr. Loomis refused to 
have the boy treated. He wiped the wound, and in less 
than six weeks the boy died from hydrophobia. Since 
then Dr. Loomis has written articles to counteract the. 
bad impression he had previously created by saying that 
there was no such a disease, and in fact he regretted very 
much the position he had taken in the matter. 

This paper of Dr. Brawner's is very important, as it 
will save many a person who is bitten by a dog supposed 
to be rabid. It takes from fourteen to eighteen days to 
carry on the treatment after a patient has been bitten. 
Now, with our present improved methods, in twenty-four 
hours a stain can be made and we can determine whether 
the case is one of rabies or not, and for that reason this 
paper is very important. 

Dr. Claude A. Smith, of Atlanta : I am very much in- 
terested in this paper from the fact that I. have been con- 
ducting a series of experiments with reference to this dis- 
ease. Whether this is the only causal agent of rabies or 
not, is not fully determined. Like the spirocheta of 
syphilis, it is not present in all cases or in all reports. 
We have not been able to cultivate it in any culture media, 
and the fact that the organism, as reported by some in- 
vestigators, will pass through a porcelain filter would 
indicate that it is not the organism itself, but probably 
some product of the organism. But the fact that it is 
constant indicates it is of value in making an early diag- 
nosis, which has been so difficult in the past. As to 
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whether this is the organism, we can only determine that 
by fliture investigations. It makes us a little skeptical 
when good men have reported finding organisms which 
they believe to be the specific organism of the disease. 
We are always skeptical when a new organism is brought 
to our attention. This is of more value than the changes 
which have been reported by other observers, from the 
fact that, for instance, in the changes we find reported by 
Van Gehutchten in the perivascular infiltration, which he 
considered diagnostic of the disease, but which has been 
found by others not to be present. Then Nelis and others 
reported a multiplication of the epithelial cells lining the 
capsule of the ganglionic cells, reporting them as constant 
in the disease. This was found in other diseases, and was, 
therefore, not constant. Ravanel and others maintain 
that it is fairly diagnostic; from the symptoms and 
changes together a diagnosis can be made. The fact, 
however, that this body is always constant, whatever it 
is, in the disease, indicates that it is really of positive diag- 
nostic value, and is, therefore, superior as a causative 
factor to any of the others that have been recorded in 
the past. 

Dr. Brawner (in closing) : It is unnecessary for me 
to say anything further. In reference to Dr. Smith's 
remarks as to the organism passing through a porcelain 
filter, I will say that it has been proven positively that the 
organism of rabies will pass through a Berkfield filter, 
and that this organism passes through two cycles of de- 
velopment, which a great many of the protozoan organ- 
isms do, and the Negri body has never been found in the 
saliva. It is eliminated in the saliva probably, and is of 
different form, and when it gets in the tissues it under- 
goes another cycle of development. 



THE SPECIFIC ORGANISM OF SYPHILIS AND 
A SIMPLE STAINING METHOD FOR THEIR 
DETECTION. 



By C. R. ANDREWS, M.D., Atlanta. 



For a number of years there has been ascribed to various 
micro-organisms the specific etiologic role in the produc- 
tion of syphilis, but until quite recently the finding of no 
organisms has been confirmed a sufficient number of 
times to justify its acceptance as the specific cause- Ex- 
perimental inoculations have been made on a number of 
different animals by a large number of workers, the re- 
sults of whom, however, have been conflicting and not 
corroborated by other investigations. 

In 1903 Metchnikoff & Roiux successfully inoculated 
a chirapan2ee wkh syphilitic virus from a human being 
and this was followed by the successful repetition of this 
experiment on a large number of monkeys. In regard 
to the susceptibility of the different species of monkeys, 
Neisser concludes from his experiments on inoculation 
as follows : "The lower monkeys react with local syphil- 
ides, the highest monkeys, namely the chimpanzee, go- 
rilla and orang-outang, react with primary lesions, while 
the gibbon, which occupies an intermediate position, de- 
velops less characteristic primary lesions and fails to 
show the typical secondary ones.'' 

Klingmuller and Baermann diluted syphilitic virus with 
normal salt solution and filtered it by means of the Berk- 
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feld filter. With the filtrate they inoculated themselves, 
the results being that no lesion of any kind was produced. 

Prior to the announcement of the discovery of the par- 
asites which occurred in the lesions of syphilis, Metchni- 
koff & Roux passed the syphilitic virus through a Berk- 
feld filter, and with the filtrate inoculated a chimpanzee 
with a negative result, while inoculating with the unfil- 
tered virus produced a chancre, thus showing whatever 
the contagion might be it did not pass through the Berk- 
feld filter, and consequently must be microscopic in size. 
In addition they have shown that if heated to a temper- 
ature of 51 degrees C. the syphilitic virus loses its viru- 
lency. 

In April, 1905, Schaudinn & Hoffman announced what 
in all probability appears to be the specific organism of 
syphilis. This they describe as a thin filamentous spiral 
which could only be seen in a living state by the high 
powers of the best apochromatic lenses. This organism 
Schaudinn classified as a spirochetge, a species which ac- 
cording to Schaudinn belongs to the class of protozoa. 
These organisms he demonstrated in the superficial se- 
cretions of the syphilitic lesions and in the depths of the 
diseased tissues, and in the superficial enlarged inguinal 
glands. A few weeks later Schaudinn & Hoffman de- 
scribed another species of spirochetae, namely, the spi- 
rocheta referingens. This organism is larger than the 
spirochetae pallida, . is more wavy than corkscrew-like, 
more refractile and stain with great facility; the spirals 
are also larger. It was found by him with the palHda in 
three out of four cases of syphilis. 

To discover these exceedingly delicate spirochetae it is 
best to use cover-glass preparations made directly from 
the fresh material taken from the lesions. In the primary 
lesions, which have been excised, the papules, or condy- 
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lomata, press out as much fluid as is possible from their 
centers spread on co\'er-glass, dry and examine. In 
glands which have been extirpated entirely, simply make 
a secticm and press out some of the glandular fluid from 
the center. If no excision, however, is made and the ex- 
amination is to be made directly from the chancre or 
secondary syphilide, curette its surface lightly, and if it 
is possible squeeze out some of the serum and stiiear thinly 
on cover-glass. From a number of measurements I ob- 
tained the following results: the length of these organ- 
isms vary fromi 4 to 14 m. averaging about 7 and being 
somewhat smaller than the other varieties of spirochetae 
(Sp. Obermeiri, anseina, ziemanni, buccalis). The width 
varies from an immeasurable thinness up to about ^4 m. 
The number of spirals vary from three to twelve and 
the distance between them- was from % to 2 m. The 
movements of these organisms are very characteristic 
and quite different from those of other spirochetae. There 
is first rotation on. a long axis, moving forward and back- 
ward and undulations of the entire body. There is occa- 
sionally suggestions of an undulating membrane. but no 
flagella have ever been demonstratfed. The poles are 
sharply pointed. Practically nothing is known of the 
finer structure of these organisms, particularly of the 
nuclei on account of the great difficulty which presents 
itself in studying such minute structures. These spiro- 
chetae continue to live if the tissue fluid be diluted with 
normal salt solution and are sometimes motile for six 
hours after such dilution is made. They behave differ- 
ently, however, toward concentrated glycerine solution, 
becoming immotile in five to ten minutes. They then 
assume many different shapes and often becoming stiff; 
in one to two hours they, lose their spiral shape and may 
again take back their spiral shape even while under ob- 
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servation, and finally often disappear. Others may grad- 
ually draw up into a sort of spiral spindle-shaped struct- 
ure similar to the malarial sporozoites: this shortening 
may finally result in short oval figures which may persist 
for twenty-four hours in a glycerine solution. Similar 
structures together with typical spirochetae are sometimes 
found in stained preparations. All attempts to artificially 
cultivate these organisms have proved failures. 

When this discovery was annotmced, Sc^haudin & Hoff- 
man very modestly did not claim to have discovered un- 
questionably the specific agent of syphilis, but such great 
interest has been mzmifested by this discovery which has 
led to so much work and so many contributions to the 
subject that the force of so many and so constant findings 
of this organism in syphilitic disease seems almost to have 
precluded the possibility of doubt. This work has been 
greatly added to by the brilliant work of MetchnikofT & 
Roux. These investigators inoculated twenty-two chim- 
panzees with the virus from human syphilides and in no 
case failed to produce the disease. Eight of this number 
presented secondary lesions, three others presented mucous 
j:*atches. Small, dry or necrotic papules on seven other 
chimpanzees, and others showed irregular lesions over 
the body. The periods of inoculation in these experiments 
vaiied from nineteen to sixty-one days. Found sp. p. in 
seventy-four per cent, of these cases. Buschke & Fischer 
found spirochetae in the liver and spleen of a child with 
congenital syphilis. Levaditi found them in the fluid 
from a bullae in a child eight days old. These did not 
come from secondary infection, as the blisters were not 
ruptured and the spirochetae wjere also found in primary 
papules. 

Levaditi has also succeeded in finding them in the 

lungs, spleen and liver of congenitally syphilitic children, 
n mt 
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They have also been found in circulating" blood of syph- 
ilitics by a number of observers. These organisms when 
taken from the base of the papules have been observed 
to be agglutinated, some of the organisms being some- 
times seen as stiff spindles, or thread-like bodies shaped 
like an S. 

Until quite recently the staining of these organisms has 
been thought to be quite difficult to accomplish, but as has 
been lately shown by Bandi & Samonelli, it is quite easy 
to attain. 

The principal methods of staining these heretofore 
have been as follows : 

1. By solution of azure blue. 

2. By solution of marine blue. 

3. By Reitmann's process. 

4. The method of Geimsa. 

5. By the solution of van Ermengem. 

While working with these organisms in the laboratory 
of the State Board of Health, I have succeeded in staining 
them by a comparatively simple method. The Roman- 
owsky stain as modified by Dr. H. F. Harris is the one 
used. This method is as follows: The slide containing- 
the smear is placed for a second in' 10 per cent solution of 
formalin in 95 per cent, alcohol ; it is taken out immedi- 
ately and washed well with distilled water; it is then 
placed for 30 seconds in i-iooo aqueous solution of eosin; 
this is again washed with water and placed for 2 or 3 
minutes in the following solution : 

Unnas methylene blue 5 parts. 

1% methylene blue 5 parts. 

Distilled water .90 parts. 

The above stains should be from Gruebler & Co., and 
the methylene blue medicinally pure. 

The slide is then removed, washed in water, dried in 
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the air and mounted in cedar wood oil or acid free balsam. 
This method is quite simple, requiring about four minutes 
for the entire staining process. By this method spiro- 
chetae are stained a pale rose or bluish color. The 
organisms are perfectly defined by this method, and I 
have never failed to find them with this stain when they 
could be demonstrated by the method of Giemsa. 

Another method \yhich is highly recommended by 
Bandi & Simonelli is as follows: To one litre of diluted 
water is added one grm of eosin (Gruebler & Co.) and 
to another litre one grm of methylene blue (Meister Lu- 
cius & Bruning) ; these were mixed and allowed to stand 
two, five or seven days. The mixture is then filtered and 
the precipitate is washed with water until no color comes 
away; it is then dried in the air and of it is made a 
saturated solution in pure methylic alcohol. 

In using this stain cover-glasses are dried in the air 
as usual, and a few drops of this stain are put on and 
allowed to remain from four to ten seconds; it is then 
washed very rapidly with distilled water. The stain 
should not be left on for more than five to ten seconds. 
The spirochetae are stained very clearly by this method. 
If a stronger contrast is desired this stain is allowed to 
remain for a few seconds longer, when it is washed 
quickly and rapidly with water until only a diffuse rose 
color remains. 

For demonstrating these organisms in the tissues the 
following method, recommended by Levaditi, gives most 
excellent results: 

1st. The portion of the tissue to be examined is cut 
into pieces one millem-eter thick and fixed for twenty- 
four hours in lo per cent solution of formalin in water. 

2d. Wash and dehydrate in 96 per cent, of alcohol for 
twenty-four hours. 
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3d. Wash with distilled water for several minutes. 
Infiltrate with an aqueous solution of nitrate of silver 
one and a half to three per cent., the solution of prefer- 
ence being three per cent. This infiltration should be ac- 
complished at thirty-eight degrees C. and continue from 
three to five days. 

4th. Wash quickly with distilled water and allow to 
remain at the ordinary temperature of the room for twen- 
ty-four to forty-eight hours in the following solution : 

Acidi Pyrogallici 2 to 4%. 

Formalin 5 c. c. 

Distilled water 100 c. c. 

5th. Wash with distilled water, dehydrate with alco- 
hol ; xylol, paraffin and section ( 5m. should be the max- 
imum ) . 

6th. These sections are then stained by one of the fol- 
lowing roethods : 

(a) Stain for a few minutes with Giemsa solution, 
wash with water and differentiate with absolute alcohol 
to which has been added a few droi>s of the essence of 
Girofle clear in xylol or bergamot, mount in Canada bal- 
sam. 

(b) Stain for a few minutes with a concentrated solu- 
tion oif tolouidin blue in water, differentiate with alcohol, 
to which has been added a few drops of Unnas glycerine 
— ether mixture, clear in xylol or bergamot, and mount 
in Canada balsam (the procedure recommended by M. 
Manouechian). 

While, as above stated, it can not be proved conclu- 
sively that this is the specific organism in the production 
of syphilitic disease, since all attemjits at artificial cultiva- 
tion has failed, and consequently it can not fulfil the law 
of Koch, still, as in the case of the ameba coli, its con- 
stant finding will simply by force of numbers establish 
its etiologic rule. 
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Metchnikoff believes that this is a specific organism 
for the following reasons: First, the constant finding of 
the parasite in the primary and secondary lesions ; second, 
the confirmation of these findings in the most widespread 
countries of the world ; third, the presence of great num- 
bers in hereditary syphilis; fourth, the presence of spi- 
rochetae in the circulating blood of syphilitics. 

It is a well-known fact that syphilis is not contagious 
in the tertiary stage, and there is no authentic report 
of these organisms having been found in tertiary syphilis. 
This of itself lends great weight to the organism as 
being specific. 

It is at present difficult to say just what this discovery 
will mean to medicine, but it is certainly not too sanguine 
to hope that it will contribute an infinite amount of good 
in perfecting the prophylaxis of this disease. 
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DISCUSSION ON DR. ANDREWS' PAPER. 

Dr. H. F. Harris, of Atlanta : Dr. Andrews has cor- 
rectly stated the facts when he said that no one can speak 
positively at the present time as to the real significance of 
these organisms in the causation of syphilis, but so many 
observers have succeeded in demonstrating them that it 
is highly probable, if not absolutely certain, that they are 
in reality the cause. 

I rise mainly for the purpose of stating to the Associa- 
tion that examinations for these organisms will be made 
in the State Laboratory, and any member who wishes to 
send preparations to us will have them examined and re- 
ports made to him at once. 

Dr. F. G. Hodgson, of Atlanta: I enjoyed Dr. An- 
drews' paper very much, and desire to call attention to 
an error which is made by men who are not careful in 
examining a tonsillar ulcer for the diphtheria bacillus. I 
find a number of spirochetae can be demonstrated from 
spirocheta pallida. They are called spirochetae tendi. 
They are much larger than spirocheta pallida, and have 
more wavy outlines than the latter. 

Dr. W. S. Goldsmith, of Atlanta : I think the last two 
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papers, one on rabies and the other on the differentiation 
of syphilis, are important contributions. The discovery 
of the Negri bodies in rabies as a positive diagnostic sign 
is a strong point in this horrible disease. Instead of wait- 
ing now eighteen days, possibly three weeks, to make a 
diagnosis, the diagnosis can almost be made at once, and 
it is easy for us to see what an immense saving of time 
there is, and what great comfort there is in making such 
a diagnosis. I can only speak of the spirocheta in a 
olinical way. Dr. Andrews has done some of this work 
for me, and I have two or three cases under observation. 
One of them I am treating in a routine manner for syphi- 
lis. That patient is now being given two grains of the 
protoiodide of mercury a day. The chancre is disappear- 
ing rapidly; the malaise and general ill-feeling that ac- 
company this period of intoxication are fast disappearing. 
To show Dr. Andrews' accuracy in this matter, I wish 
to mention a case that I recall in the last few days. He 
declined to make a positive diagnosis, and requested a 
further examination in this case. In this particular in- 
dividual there were two ulcers which presented a beautiful 
clinical picture of chancres, although we know it is quite 
unusual to see more than one ulcer on the penis. A second 
examination was made. Those who treat syphillis recog- 
nize what an immense advantage there is in making a 
quick diagnosis We all have patients to meet weekly on 
account of the fact that we are not positive as to the diag- 
nosis. It is frequently the case in my own practice that 
patients leave me and consult other physicians, because I 
can not tell whether they have syphilis or not, nor do I 
think any man can tell positively in the very early stages. 
Hence we are compelled to wait five or eight weeks be- 
fore a positive diagnosis can be made. This is a period 
of great trepidation. It means an uncomfortable period 
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of expectancy, and a period during which the physician 
finds no pleasure in treating \he case. 

I do not know of the results of any research that can 
be more valuable than these. Now we can attack syphilis 
in the initial stage. We can attack the virus. After the 
diagnosis is made, we need the intelligent cooperation of 
the patient, so that there may be great reduction in the 
tertiary symptoms. I think in the great majority of cases, 
say 95 per cent., there should not be tertiary syphilides if 
patients are treated early. 



THE DIAGNOSIS AND TREATMENT OF GALL- 
STONES. 



By GEORGE R. WHITE, M.D., Savannah. 



The last few years have shown remarkable activity in 
research upon the diseases of the gall bladder, and a cor- 
responding improvement in our methods of diagnosis and 
treatment. The recent works of the Mayos, Murphy, 
Ochsner, Furgason, Deaver, Lilianthal, Bevan and Rich- 
ardson in this country, with Mayo, Robson, Moynihan, 
Kehr and Courvoisier, and others, abroad, have made it 
necessary to rewrite our literature on the gall bladder al- 
most entirely. The classical symptoms of gallstones, 
namely, jaundice, tumor of the gall bladder and passage 
of gallstones, will no longer hold good. Jaundice is ab- 
sent in over 80 per cent of all cases, and when present and 
tmremittent, indicates some disease other than gallstones. 
The gall bladder is contracted more often than enlarged ; 
and the actual passage of a gallstone is a much less com- 
mon occurrence than is generally supposed ; while the real 
symptoms of gallstones may be found enumerated among 
the classical symptoms of chronic gastritis and dyspepsia. 
Equally radical have been the changes in the views of 
pathology and treatment. 

FREQUENCY. 

Cholelithiasis is a very common disease. About 
one in ten subjects coming to autopsy show gall- 
stones, and about one out of five of adult females. The 
histories show that in many of these the disease was not 

(161) 
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suspected during life. In some the stones had given no 
trouble, while in others they had caused pain and incon- 
venience, as evidenced by extensive adhesions about the 
gall bladder. 

CAUSE. 

The cause of gallstones is a low-grade infection 
of the gall bladder or bile passages, with the produc- 
tion of an abundant supply of mucus, from which is pre- 
cipitated the stones. They do not come from the bile 
alone, but from a chemical action between bile and mucus, 
and are never produced except as the result of infection. 
A foreign body in a healthy gall bladder will not produce 
a stone. Mignot has occasionally produced them, experi- 
mentally, in animals by introducing into the gall bladder 
attenuated culture of streptococci, and their formation was 
rendered practically certain in every case if a foreign body 
was introduced at the same time. 

Gilbert has likewise produced them by attenuated cul- 
ture of typhoid bacilli. It has also been shown that during 
an attack of typhoid fever the bile is often infected, and 
starts an inflammation of the gall bladder of greater or 
less severity. After a time the bile, like the blood, pro- 
duces the Widal reaction and the bacilli clump; so that an 
attack of typhoid fever may produce both the low-grade 
inflammation necessary to the production of mucus and a 
foreign body in the form of a clump of bacilli as a nucleus 
for the stones. 

A large number of gallstone cases show previous in- 
fection somewhere in the abdominal cavity. In Ochsner's 
statistics 35 per cent of his cases had had typhoid fever, 
and about an equal number had suffered from chronic 
appendicitis. Infection from the female generative or- 
gans is also a cause, and may account for the higher per- 
centage of trouble among women than among men. 
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pathology. 

After the gallstones have formed, it is possible 
for the inflammation to subside and the stones re- 
main latent throughout the patient's life, though this 
happy termination is not the rule. They produce trouble 
by blocking the bile passages and by keeping up the inflam- 
mation. If they lodge in the cystic duct without starting 
up inflammation, the bile becomes absorbed and the gall 
bladder becomes filled with a clear, viscid mucus, and may 
dilate to a large size. These cases are rare; usually in- 
flammatory changes predominate. The walls of the gall 
bladder become sclerotic; fourth to half-inch thick; ad- 
herent to surrounding structures, and gradually contracts 
to a fibrous mass not larger than a lemon. 

The complications are numerous. The most common is 
an acute exacerbation of the inflammation, following 
blocking of the cystic duct with a stone, and leading to 
rupture or gangrene of the gall bladder, with its accom- 
panying peritonitis. The rapidity of a process of this kind 
is surprising, resembling fulminating appendicitis. Other 
complications are empyema, ulceration and perforation 
into the peritoneum, or some of the neighboring organs ; 
also, abscesses about the gall bladder or in the liver. 

If a stone passes into the common duct and lodges there 
the pathology is equally varied. It usually produces a 
ball-valve action, w^hich allows the bile to pass intermit- 
tently. The duct dilates behind the stone ; the gall blad- 
der contracts, following Courvoisier's law, and more or 
less cholangitis is present, characterized by enlargement 
of the liver, jaundice and fever, with sudden exacerba- 
tions and remissions. 

If the stone lodges at the ampulla it may ulcerate 
through and escape, or it may remain and produce a 
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chronic pancreatitis. If it occludes the ducts below, the 
opening of the duct of Wirsung's, hemorrhagic pancrea- 
titis results, with fat necrosis and death. This subject 
has been investigated by Opie, who finds that the bile is 
forced through Wirsung's duct into the pancreas, which 
injures the pancreatic tissue to such an extent that it is 
attacked by the pancreatic secretion, with the result above 
mentioned. 

SYMPTOMS. 

Pain. The chief symptom of gallstones located 
in any part of the tract is pain, usually localized 
in the right epigastrium and over the ninth and tenth ribs, 
behind, and referred to the right shoulder Sometimes 
it is referred down to the crest of the ilium, and rarely it 
is referred to the left shoulder, but in these cases the 
head of the pancreas is usually found involved. The pain 
is described as deep and dragging. 

Digestive disturbances are practically always present, 
and of severe character. The stomach findings are ir- 
regular. There is often hyperchlorhydria associated with 
an acute inflammation of the gall bladder. Vomiting, di- 
latation of the stomach and eructations of gas are com- 
mon. Usually there is considerable pain coming on at ir- 
regular times after eating, and often in the middle of the 
night, caused probably by activity of the gall bladder, pro- 
duced by food passed through the duodenum. The pain 
is relieved at once by vomiting. Ochsner states that wash- 
ing out the stomach will often give instantaneous relief, 
where half a grain of morphine fails. 

Tenderness is the most constant symptom. It is local- 
ized at a point half way between the tip of the ninth rib 
and the umbilicus, called Mayo Robson's point, and is 
best brought out by Murphy's method of hooking the 
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fing-ers under the ribs and having the patient take a deep 
breath; when the gall bladder descends and impinges 
against the fingers the breathing is suddenly stopped. 

Boas Sign. Boas has pointed out that in gall bladder 
disease there is a point of tenderness over the eleventh 
rib, on the right side, two inches from the spine. 

Colic is present in a certain number of cases, caused 
usually by passage of stones into the cystic duct or through 
the ducts into the intestines, and is frequently followed 
by jaundice. It may also be caused by kinking or twist- 
ing of the cystic duct, or the contractions of an inflamed 
gall bladder upon tenacious mucus, producing conditions 
resembling strangury in the urinary bladder. 

Jaundice is absent in over 80 per cent of the cases; 
when it occurs with stones in the gall bladder, or cystic 
duct, it is due to the intestines, or common duct. If the 
stone lodges in the common duct, there may be no jaun- 
dice, though, as a rule, jaundice is present ^nd constant, 
though remittent, and is to be distinguished from the con- 
stant jaundice, without remissions seen in the stricture 
and malignant growths involving the common duct. 

Fever depends upon the severity of infection, and may 
be absent. As a rule, it is higher when the cystic, common, 
or hepatic ducts are involved, and lower when the inflam- 
mation IS confined to the gall bladder. Charcot has called 
attention to the peculiar temperature curve associated with 
gallstones. It ri.ses suddenly, remains high a consider- 
able length of time and drops equally suddenly, producing 
a temperature curve that looks like malarial fever, and 
the disease is often treated as such. 

Tumor qf the gall bladder may be present or absent. A 
sudden stoppage of the cystic duct and acute inflamma- 
tions produce enlargement, also chronic inflammations, 
with great thickening of the walls of the gall bladder, but 
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as a rule a chronic inflammation causes the gall bladder to 
atrophy. Even in cases of stone in the common duct the 
gall bladder becomes greatly contracted. This fact was 
noticed by Courvoisier, who formulated what is known 
as Courvoisier's law : "In cases of chronic jaundice, due 
to blocking of the common duct, a dilatation of the gall 
bladder signifies that the obstruction of the gall duct is due 
to causes other than stone." 

Enlargement of the liver is a common symptom, due to 
cholangitis. Riedl has called attention to a tongue-like 
projection from the lower edge of the right lobe of the 
liver, due to localized inflammation in the liver, in prox- 
imity to the gall bladder. 

DIAGNOSIS. 

Any case of severe digestive disturbance, with pain 
in the epigastrium, should be looked upon as sus- 
picious. The chief diagnostic points are : 

1. Pain in the epigastrium and right side, referred, as 
a rule, to the shoulder. 

2. Digestive disturbances, with attacks of gastralgia. 

3. Tenderness over the gall bladder at Mayo Robson's 
point, better demonstrated by Murphy's method of hook- 
ing the fingers under the ribs and having the patient take 
a deep breath. 

4. Boas' sign of tenderness over the eleventh rib, near 
the spine. 

5. A history of typhoid fever, chronic appendicitis, or 
some other septic process, in the abdominal cavity. 

If to these be added typical attacks of hepatic colic, fol- 
lowed by jaundice, passage of gallstones, large and ten- 
der gi.U bladder, or remittent or intermittent jaundice, 
the diagnosis of gallstones is rendered very probable. 

The differential diagnosis is between diseases of the 



George R. White. 167 

stomach, including hyperchlorhydria, gastric or duodenal 
ulcers, and pyloric stenosis, appendicitis, renal colic, 
Dietl's crises, intestinal colic, gastric crises of locomotor 
"ataxia, and simple or malignant stricture of the common 
duct. 

In diseases of the stomach, the pain is usually referred 
to the left side and left shoulder, tenderness of the gall 
bladder and Boas' sign are absent, and the pain comes on 
at regular intervals after meals. Examination of the 
stomach contents may show blood or other evidences of 
disease of the stomach. The chief difficulty in differential 
diagnosis is the excluding of diseases of the stomach, and 
in case of doubt these patients should be referred to a 
specialist in those diseases, who has the necessary labora- 
tory facilities at hand. 

Blood in the urine and radiation of the pain toward the 
groin would indicate trouble with the kidney, rather than 
the gall bladder. Locomotor ataxia wQuld give its char- 
acteristic symptctfns, and diagnosis of appendicitis is rarely 
difficult, unless peritonitis is present. From malignant 
disease involving the common duct, the differential diag- 
nosis is made by the character of the jaundice, which is 
deep and constant in carcinoma, also absence of fever, 
gradual onset without pain, and a large, insensitive gall- 
bladder, with edema and ascites coming on after a time. 
The differential diagnosis is often extremely difficult or 
impossible. Moynihan reports a case that was diagnosed 
as carcinoma of the liver by Von Jachs, Fenger and Bil- 
lings, which proved, upon opening the abdomen, to be a 
case of gallstones, with a small adenoma of the liver. 
Several other similar cases have been reported. 

The only way to be certain of the diagnosis in many of 
these cases is by a small exploratory incision through the 
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right rectus ; no harm is done, and the information gained 
may be the means of saving the patient's life. 

TREATMENT. 

While cholelithiasis is being regarded more and 
more as a surgical disease, not every case of gall- 
stones requires an operation. It is possible for the in- 
flammation to subside, and the stones remain quiescent in- 
definitely. These cases require the co-operation of the 
physician and surgeon, as do no few other troubles. The 
medical treatment should be directed toward relief of the 
inflammatory condition, plenty of alkaHne water, light 
diet, with but little sugar and fat. A sojourn at Karlsbad 
is beneficial to many, though it often brings about only 
temporary subsidence of the symptoms. Sodium glyco- 
cholate in five grain doses, three times a day, is one of 
the newer remedies. It causes a free flow of bile, and 
theoretically helps dissolve the stones. In practice, how- 
ever, we have no evidence that the stones when once 
formed are ever dissolved. 

In carrying out the medical treatment one should never 
lose sight of the fact that he is dealing with a dangerous 
and treacherous disease; one never knows how an attack 
will end. While the mortality is small, not over 2 per 
cent, when conditions for operation are favorable, if we 
wait until gangrene or perforation have occurred, or pro- 
longed jaundice and exhaustion have broken down the 
patient's vitality, a frightfully high mortality is incurred. 
Of ten cases coming under my care, three had passed the 
point where surgery could give them any relief, and Berg 
reports that of the sixty-one cases coming to operation at 
the Mt. Sinai Hospital, twenty-nine had delayed operation 
until they were in a very serious condition. 

Now that the diagnosis and operative technique in these 



George R. White. 16J> 

conditions have been perfected, great advance in treatment 
is to be looked for by earlier operations. The preparatory 
treatment in cases of jaundice, according to Mayo Rob- 
son, consists in giving 30-gr. doses of calcium chloride, 
three times a day, to aid coagulation of blood and prevent 
hemorrhage. The utility of this, however, is doubtful, as 
hemorrhage is due to a degeneration of the liver vessels 
and capillaries, instead of changes in the blood. 

The tiine for operation presents the same problem as 
does a case .of appendicitis. In general it is best to operate 
during the quiescent stage, but if- the patient is seen dur- 
ing an acute attack with fever and a ripid pulse, with a 
probability of subsidence on one hand, a possibility of 
gangrene or rupture and death on the other, the case re- 
quires a finer judgment than can be formulated by any 
fixed rules. 

The choice of operation has recently undergone con- 
siderable change. The so-called ideal method of removal 
of the stones and sewing up the bladder, with closure of 
the wound without drainage, has practically been given 
up since we understand the septic nature of these trou- 
bles. 

Cholecystostoniy, or opening the gall bladder, and re- 
moving the stones and inserting drainage, has a use, but 
its territory is constantly being encroached upon. Lilian- 
thai recommends removing all gall bladders which con- 
tain stones, and the statistics of Murphy and the Mayos 
show ^ constantly decreasing percentage of cholecystosto- 
mies and an increase in cholecystectomies. Cholecystos- . 
tomy should be preferred if the gall bladder is not much 
diseased, the stones can all be removed, and the cystic 
duct is patent. These conditions, however, are not often 
found. 

Cholecystectomy is indicated in all cases of rupture or 
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gangrene, and when the gall bladder is thickened, or ex- 
tensively damaged by inflammatory changes, also in cases 
of small sclerotic gall bladders, with extensive adhesion. 
If the adhesions render it impossible to dissect the gall 
bladder out, Mayo splits it its entire length and dissects 
the mucous membrane out, leaving the fibrous capsule be- 
hind. If the cystic duct is closed and. there is no evidence 
of cholangitis, the duct may be ligated and no attempt 
made to drain the bile to the surface, but if the cystic duct 
is patent, it is always best to drain to avoid ascending 
cholangitis from back pressure of the bile. 

Cholecystenterostomy has nearly passed out of use. It 
might be of service in cases of stricture, but it would not 
be considered good surgery to perform a cholecysten- 
terostomy for stone in the common duct and leave the 
stone behind. 

Choledochotomy, or cutting the common duct to remove 
a stone, has come into general use. According to Mayo, 
no part of the anatomy heals more kindly than does the 
common duct. It may be opened over the stone or by 
splitting down the cystic duct, after removal of the gall 
bladder. After exploring both the common and the he- 
patic duct to see that no stones are left behind, the wound 
in the duct may be sutured and the bile drained to the 
surface through the gall bladder or the cystic duct after 
cholocystectomy ; or a tube may be sutured into the com- 
mon duct for drainage, and removed in about a week. 
The latter method is probably the better. 

Trans-duodenal choledoctotomy, or opening the second 
portion of the duodenum and dilating the ampulla of Va- 
ter, or incising the common duct through the posterior 
wall of the duodenum, was first performed by McBumey 
in 1 89 1, and has been done successfully upon a number of 
patients. 
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technique. 

The position best suited for operation on the gall 
bladder is gained by placing a good-sized cushion 
under the small of the back so as to push the spine for- 
ward, elevating the head off the table slightly, to let the 
intestines gravitate toward the pelvis. With the patient 
in this position, the liver rotated slightly on its transverse 
diameter, the gall ducts are arranged into easy reach, even 
with fat subjects. 

The best incision is that of Bevan's, which consists of a 
vertical incision through the outer fibers of the rectus 
about four inches long, begun at about the ninth rib. Ad- 
ditional room is gained by cutting the fascia upward and 
inward to the gladiolus, and still more room by extending 
the lower end of the incision upward and outward toward 
the ribs, cutting only fascia, in this way saving both the 
muscle and nerves. An excessively long incision is not 
necessary, and the big flap incisions of the German sur- 
geons are to be deprecated. Lilianthal removes a gall blad- 
der through a two-inch incision, which is too small for 
most surgeons, but indicates the present trend of surgery. 
The intestines are held out of the way by gauze pads, and a 
pad placed in the pouch over the kidney before opening 
the gall bladder. Should cholecystostomy be indicated, 
the bile is evacuated and a drainage tube inserted, and the 
gauze packing placed about the tube. The gall bladder 
may be sutured to the parietal peritoneum, or dropped 
back into the abdominal cavity, as practiced by Richardson 
and Bull. In either case the mucous membrane should be 
invaginated to facilitate healing of the fistula after re- 
moval of the tube. 

In cholecystectomy the cystic duct is clamped above and 
below, and the gall bladder torn out from below upward. 
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If the cystic duct was occluded, a ligature may be •placed 
about it ^nd a gauze drain sutured to the stump; but if 
it was patent, it is best to ligate the cystic artery only, 
leaving the duct open, and insert a drainage tube. In 
some cases it is well to strip back a cuff of peritoneum 
from the lower end of the gall bladder, making a sort of a 
funnel with the cystic duct at the bottom, into which the 
drainage tube may be inserted. 

In closing the wound the sandbag must be removed 
from under the back to relieve the tension of the abdomi- 
nal wall, and the peritoneum, fascia and skin sutured by 
separate rows of sutures, leaving a small opening for the 
drain. 

The after-treatment consists in keeping the drain in 
place until the bile becomes sterile. In some cases they 
may be removed at the end of a week, while in others 
they have to remain several months. 

Hernia rarely occurs after the operation, and the re- 
sults are good as a rule. So satisfactory are the results 
that Bevan makes the statement that the modern surgical 
treatment of cholelithiasis is, with the exception of the 
surgical treatment of appendicitis, the most valuable addi- 
tion made to medicine in the past twenty years, and adds 
that inasmuch as the general practitioner sees most of these 
cases in their early history, it rests with him whether or 
not this valuable knowledge will be made the most of and 
accomplish the greatest amount of good. 

I present briefly the following eight operative cases : 

Case I, — H. C. Was seen first after an illness of 
several months. A tumor in the right epigastrium was 
present, and was diagnosed as an abscess of the liver. It 
was adherent to the abdominal parietes, and upon incision 
an empyematous gall bladder was found, containing over 
a hundred stones. A fistula persisted several months, and 
was eventually cured by cholecystenterostomy. 
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Case 2. — M- S. Patient had been suffering from jaun- 
dice, with severe pain in the epigastrium and attacks of 
fever for two years. Had been bedridden for two months. 
Operation performed as a last resort. A small contracted 
gall bladder containing several stones was removed, and 
drainage inserted. Died in twelve hours of capillary 
hemorrhage. 

Case J. — D. M. Patient had suffered from intense 
pain in the epigastrium and gastric disturbances for sev- 
eral years. No tumor of the gall bladder could be felt. 
Upon opening the abdomen the gall bladder was found 
contracted to the size of a walnut, and so adherent to 
everything that extirpation was impracticable. The pa- 
rietal peritoneum was loosened and sutured to the gali 
bladder, following the technique described by Bryant, and 
the wound packed with gauze. Four days later the gall 
bladder was incised and several stones removed. The 
fistula persisted several months, and eventually closed. 

Case 4. — C. R. This case was almost exactly like the 
preceding. The patient had suffered from colic, attacks 
of jaundice, and pain in the epigastrium for several years. 
No tumor could be found upon opening the abdomen, the 
gall bladder was found contracted about several stones, 
and so adherent to surrounding structures that it could 
not be extirpated. The parietal peritoneum was sutured 
to the gall bladder, and the stones removed at a secondary 
operation three days later. Recovery slow, but perfect. 

These two cases would have been suitable for Mayo's 
operation of removing the mucous membrane of the gall 
bladder and leaving the fibrous shell to be absorbed, but I 
was not familiar with the technique at that time. 

Case 5. — L. B. Has had pain in the gall bladder three 
years, constantly getting worse, with fever, gastric dis- 
turbances, flatulency and vomiting. The gall bladder was 
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palpable and tender. There was no jaundice. Upon open- 
ing the abdomen the gall bladder was found to be the size 
of a large lemon, with walls a third of an inch thick, con- 
taining four large gall stones and some tarry fluid. The 
fundus of the gall bladder communicated with a small 
abscess cavity the size of a walnut in the substance of the 
liver. As the cystic duct was not patent, it was ligated 
and a drain sutured to the stump. The gall bladder and 
abscess cavity were dug out of the substance of the liver, 
and several sutures taken to prevent hemorrhage. No 
suppuration occurred, and all drainage was removed on 
the fifth day. Recovery uneventful. 

Case 6, — A. S. Patient had been suffering from severe 
gastric disturbances for six months, with pain, constant 
vomiting and symptoms resembling ulcer of the stomach. 
She had been confined to the bed for eight weeks, and 
was rapidly emaciating from fever and incessant vomit- 
ing. There was slight jaundice. The gall bladder was 
palpable and very tender. 

Upon opening the abdomen a thickened gall bladder 
was found containing several stones, and one stone was 
incarcerated in the cystic duct. The gall bladder was ex- 
tirpated, and a drain sutured to the stump. Recovery 
uneventful. 

Case 7. — M. M. The patient had never thoroughly re- 
covered from an attack of typhoid fever contracted six 
months previously. When first seen she had been in bed 
with vomiting and pain in the right side, referred to the 
shoulder, and tenderness over the eleventh rib. The fever 
was remittent in character, with rapid rises and falls, and 
resembled malarial fever in many respects. The gall 
bladder was palpable and very tender. Upon opening, the 
gall bladder was found thickened, adherent to the colon 
and omentum, and covered with lymph. It contained sev- 
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eral stones and some bile-stained fluid. One stone was 
impacted in the cystic duct, but did not completely block 
it. The cystic duct was cut across and drain inserted, and 
the gall bladder extirpated. Bile flowed from the drain 
three weeks, after which the serus healed and recovery 
uneventful. 

Case 8, — M. C, age seventy-five years. Patient gave 
history of attacks of colic, with pain in the right side. 
When first seen he was in collapse, with abdomen dis- 
tended and painful, with swelling and tenderness over Mc- 
Burney's point. A diagnosis of ruptured appendicitis ab- 
scess was made, and incision made over appendix. Large 
quantities of bile-stained fluid evacuated. Appendix nor- 
mal. The fluid had come down along the inside of the co- 
lon and pointed in the region of the appendix. Incision 
made through right rectus and a large gall bladder con- 
taining numerous stones of various sizes was removed. 
There were also several stones free in the abdominal 
cavity. Peritoneal cavity washed out and drained. Died 
in twelve hours. 

To these eight operative cases are added two other 
cases illustrating different phases of the disease. 

Case p. — Patient had an attack of gallstones with 
jaundice, a month previously, and partly recovered. At- 
tack returned ten days previously with great pain and 
fever, constantly getting worse. Was in collapse when 
first seen, with symptoms of peritonitis, and sent to the 
hospital, where she died, without operation, about twelve 
hours after admission. No autopsy allowed. Probably 
a case of rupture of gall bladder. 

Case 10. — Patient had had several attacks of hepatic 
colic. When first seen had suffered a week from intense 
pain in the epigastrium and vomiting. Gall bladder en- 
larged and tender. Slightly jaundiced. Temperature 
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ranging about lOO, pulse rapid. Was kept under observa- 
tion five days and given medical treatment. Symptoms 
gradually grew worse, and patient became very weak. 
Was sent to the hospital for operation. The gall bladder 
<:ouId be seen distinctly pushing up the abdominal wall 
just before the anesthetic was begun. During the 
anesthetic she vomited a large quantity of green fluid. 
When she was brought into the operation room the tumor 
had disappeared. No operation was performed. Tem- 
perature and pain subsided and she went home the next 
day, and has had no trouble since. 



DIFFERENTIAL DIAGNOSIS OF GALLSTONES. 



By J. T. ROGERS, M.D , Savannah. 



In the diagnosis of gallstones we want to bear in 
mind that from fifty to eighty per cent, of the cases of gall- 
stones have no jaundice, and that many have no rise in 
temperature. We should also remember that gallstones 
are more frequent in women than in men, three or four 
to one. 

It has been said that "indigestion is the most common 
symptom of gallstones.'' This very probably is true in 
chronic cases of cholelithiasis, and for this reason we 
often find it very hard to distinguish between cholelithi- 
asis and many of the stomach troubles. 

In periodic continuous flow of gastric juice, or gastro- 
succorrhea continua chronica, we find pain, often severe, 
coming on four to five hours aftfer eating, as in gallstone 
colic. But we find in gastrosuccorrhea continua large 
quantities of clear gastric juice with a high degree of free 
hydrochloric acid. If examined with tube we often find 
eighty to one hundred c c of gastric juice and in four to 
six hours the same quantity may be vomited. The pain 
in gastrosuccorrhea continua is more on the left side 
ind reflected to back on the left of spine, while the pain in 
gallstones is more to the right of the median line. 

Gastric ulcer is often hard to distinguish from gall- 
<lone colic, but we find that the pain in ulcer is nearly 
3iways increased upon the ingestion of solid food, while 

(177; 
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the pain from gall stones is not affected by taking^ food. 
The pain from gallstones is usually reflected to the back 
c'-bout the region between the ninth and eleventh ribs to 
the right of spine. Pain in ulcer may be reflected to the 
back, but on left side. There may be long intervals be- 
tween the attacks of pain from gallstones, but the pain 
from ulcer is more continuous. We find in ulcer an ex- 
cess of hydrochloric acid, while in cholelithiasis it is 
either normal or decreased. 

If we have hematemesis or find blood in the stools the 
diagnosis of ulcer is of course easy. The pain from gall- 
stones usually comes on while the stomach is empty, 
while the pain from ulcer comes on right after eating, 
or is made more intense by eating. 

Duodenal ulcer, especially in the horizontal portion, 
often causes pain and tenderness in the region of the gall 
bladder, but the pain usually comes on two hours after 
food is taken. We are more apt to have a rise in tem- 
perature in gallstone colic than in ulcer of the duodenum. 
Ulcer of the duodenum is very rare in women — ^more fre- 
quent in men. Ulcer of the duodenum may give no 
symptoms till perforation. We may have hematemesis 
and melaena or may have melsena without hematemesis. 

In cancer of the stomach the pain is more constant, 
but not so severe. We usually have a lack of hydrochloric 
acid in cancer of the stomach, and the presence of or- 
ganic acids, especially lactic. It is possible for the hydro- 
chloric acid to be in normal quantity or increased. If 
we can find the presence of a tumor or hematemesis and 
particles of tumor in wash that we may examine undo*- 
the microscope, then the diagnosis of cancer is more easily 
made. The pain from gallstones is often relieved Ly 
vomiting, and causing the stone to drop from the neck 
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of the gall bladder back into the gall bladder by spas- 
modic contraction. 

In gastralgia the pain is not so severe as in gallstone 
colic, and is more to the left of the median line. There is 
more apt to be a rise in temperature in gallstone colic 
than in gastralgia. No tenderness in the region of the 
gall bladder in gastralgia. 

In cancer of the gall bladder or common duct it may 
be impossible to make the diagnosis without an explora- 
tory incision — unless a few weeks' time be given when 
cachexia, loss of weight and the appearance of a tumor 
may make diagnosis easy. 

Chronic jaundice, not intermitting, is characteristic of 
malignancy. Pain in cancer of gall bladder or common 
duct is more constant, but not so intense as in gallstone 
colic. Gall bladder in cancer is large and nodular — while 
in fifty to eighty per cent, of cases of gallstone the gall 
bladder is small. Jaundice due to gallstones is always 
preceded by colic, but when due to malignant disease or 
catarrh of the duct it is never preceded by colic, 
and the pain in gallstone colic is reflected to the back 
between the eighth and eleventh dorsal vertebra on the 
light side. It is sometimes mistaken for renal colic. 
But in renal colic the pain is apt to radiate down the 
ureter instead of forward toward the epigastric and hypo- 
chondriac regions. And the kidney is tender on palpa- 
tion and the urine may contain blood, pus or albumin — 
but is free from bile. 

A floating kidney on the right side may give symptoms 
of gallstone. Diagnosis is made by detecting the floating 
kidney and upon the symptoms disappearing when ne- 
phroptosis has been relieved by belt and pad or by a neph- 
ropexy. If the pains and jaundice continue there is 
apt to be cholelithiasis too. 
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In acute gastritis the pain is not so severe, but the ab- 
domen is more distended and is more tender. 

The pain in gallstone colic may be reflected to the 
right iliac fossa and resemble an attack of appendicitis. 
The reflexion of the pain is caused by a local peritonitis 
extending to the serous coat of the appendix. 

In mucous colitis the pain is sometimes severe enough 
to resemble gallstone colic — ^but after a careful exam- 
mation of the stools the characteristic casts are apt to be 
found when the diagnosis is made easy. 

Membranous cholecystitis with biliar}' colic has been 
leported with mucous colic. 

Intestinal lithiasis following an intestinal colic may 
easily be mistaken' for biliary colic There are two kinds 
of intestinal calculi — the true and the false. The false 
calculi are caused by the residue of foods, fruits, etc., as 
pips of pears, vertebrae of sardines and salts or drugs, 
as magnesia and salol. Also after taking olive oil saponi- 
fied masses may be passed which look like softened gall- 
stones. 

True intestinal .sand is composed of calcium phosphgJ:e 
c-.nd is probably caused from a lithogenic catarrh of the 
intestine. The presence of intestinal sand is often asso- 
ciated with mucous colitis. 

In acute pancreatitis there is more profound collapse 
and the pain is more intense, more constant and is more 
in epigastrium. We may have gallstones and acute 
i:>ancreatitis together, as pancreatitis can be caused by a 
gallstone situated at lower end of common duct, causing 
inflammation to extend into Wirsung's duct. Chronic 
pancreatitis may be caused by stone in ampulla of Vater 
obstructing the outflow of juice from Wirsung's duct. 
A tumor on the head of the pancreas may cause 
jaundice by pressure on common duct. 
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Hepatic crises in tabes may cause colic and jaundice. 
The Argyle Robertson pupil with loss of knee jerk indi- 
cates tabes. 

Neuralgia of the liver — called by Osier pseudo-biliary 
colic — is seen mostly in nervous women. There is no 
rise of temperature and no jaundice, and is often brought 
on by emotion or excitement. 

Neuralgia of the abdominal s>nnpathetic nerve may be 
confusing, but pain usually begins at navel and is more 
stabbing than in biliary colic. 

In lead colic we have the bluish gray line on the gimis 
— the history of his trade — contracted abdomen and ob- 
stinate constipation. 

In copper colic the pains are very much the same as in 
lead colic, but more severe- In copper colic we have vom- 
iting and diarrhea, abdomen distended and tender. 

The pain in back caused by biliary colic has been mis- 
taken for lumbago. 

In stenosis of the duodenum the pain may resemble 
biliary colic, but we find food retained in the stomach. 

In intestinal colic the pain is more diffused over the 
abdomen and the abdomen is more distended. 

Fecal accumulation under certain conditions in trans- 
verse colon may cause colicky pains — and finding of hard 
masses of fecal matter in region of the gall bladder may 
cause doubt in the diagnosis. 

Calculi in the common bile duct may cause an inter- 
rnittent hepatic fever resembling malaria — but there is no 
reaction to quinine and no malaria parasite found in the 
blood. The presence of jaundice in the interval between 
attacks of fever suggests cholelithiasis. 

The presence of a gumma or the traction exerted by 
syphilitic cicatrices in the portal fissure may lead to ob- 
structive jaundice and in rare cases this obstructive jaun- 
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dice is accompanied by attacks of pain resembling biliary 
colic — but not due to gallstones. 

In any case of probable cholelithiasis with well marked 
signs of tertiary syphilis, iodides should be given before 
operating. 

The pain in hyperchlorhydria or superacidity of the 
stomach, comes on two to three hours after meals, and is 
relieved by large doses of an alkali, or by a little albumi- 
nous food. A glass of milk will usually relieve" the pain 
of hyperchlorhydria in a very few minutes, while the pain 
in gallstone colic comes on usually four to five hours after 
meals and is not affected by taking food. 

DISCUSSION ON DR. WHITE'S AND DR. ROGERS'S PAPERS. 

Dr. John W. Daniel, of Savannah : I would like to say, 
in reference to Dr. White's paper, that there is a very 
important point to be borne in mind by practitioners in 
South Georgia, especially where we have to deal with 
more or less malaria, and if it is this, that there is very lit- 
tle or no pain accompanying conditions in the gall bladder, 
but if there is pus we have a febrile condition, which 
simulates the estivo-autumnal form of malaria, and the 
physician is liable to fall into the error of treating his 
patient for malaria until there is rupture of the gall blad- 
der, which precipitates a crisis or collapse, and the sur- 
geon is calleil in too late. I recall to mind a case of that 
kind myself where the patient had no pain that was local- 
h^h but she had the tj-piiaj estivo-auttunnal tempera- 
ture» and \nx>n examination of the blood (I paid no at- 
tention to leuax\vti.>sis') I found the parasites and treated 
the ixUient for several days for malaria, but she grew 
gradually woi*se. We then found that she had involve- 
iuei\t of tlie jrall bUuUlcn A surgeon was called in, and 
upon ojHM'utiii^* two s<toues were removed and the gall 
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bladder was found filled with pus. A very important 
point, then, for the general practitioner is the difference 
between malaria and the fever which we get in these con- 
ditions. 

Dr. St. J. B. Graham, of Savannah : Dr. White did not 
go into the subject of medical treatment of gall-stones 
very deeply. There is one suggestion I had made to me 
several years ago by a distinguished anthropologist, who 
had been traveling in India, and who had been the sub- 
ject of gall-stones for many years. The elder Brunton, 
who was then a member of the Hyderabad Chloroform 
Commission, saw this man in consultation. One physi- 
cian whom the man with gall-stones consulted advised 
operation, while the elder Brunton did not. He advised 
the patient to take a lozenge of Spanish castile soap, 
weighing about a dram, after each meal. It was my 
good fortune to meet the gentleman some ten years later, 
and he told me about this instance when consulting me 
for some other condition. He took these lozenges for a 
period of two years. He took one lozenge after each 
meal, weighing about a drachm. He said he had never 
had an attack since, but previous to that he had on an 
average of four or five attacks a year. He was very much 
emaciated from the trouble. 

I have since tried this treatment in four or five sus- 
pected cases of gall-stones, and in one case of absolute 
gall-stones, in which it proved very satisfactory. Of 
course, one swallow does not make a summer, but many 
swallows point to an early fall. Following that custom, 
I kept up this treatment, and one case I treated four 
months ago, and, so far as I know, all of these patients 
have had no trouble since. One has been taking the treat- 
ment for four years. It has advantages over olive oil, 
which some patients object to. 
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- There is very little that I can add to Dr. Rogers's paper^ 
except possibly to mention the value of a chemical or 
microscopical examination of the urine, in which, while 
we may not find gall-stones, we may find a condition that 
is pathognomonic of something pointing to a diseased 
condition of the gall bladder. For instance, we may find 
small phosphatic deposits and also oxaluric deposits, which 
point to a condition of faulty metabolism which has aided 
in producing gall-stones. 

Dr. Henry R. Slack, of LaGrange: Dr. Rogers, in 
speaking of the differential diagnosis, mentioned the find- 
ing of blood in the urine as being of value in differ- 
entiating between renal and hepatic colic, but he said 
nothing about the finding of bile being of value. I have 
frequently found bile in the urine following colic, but 
absolutely no jaundice. There is a simple test for de- 
tecting bile in these cases, namely, dust a little powdered 
sulphur in the test tube that contains urine, and if there 
is bile the powdered sulphur will float in twenty-four 
hours and will not sink. If there is a less quantity of 
bile, the powdered sulphur will sink, and it will go right 
to the bottom. 

Dr. L. Amster, of Atlanta : The question of gall-stone 
colic is one that the general practitioner has to contend 
with, inasmuch as he meets very frequently with cases of 
that kind. Very often the differential diagnosis betweea 
stomach and gall bladder troubles is quite puzzling to the 
general practitioner. The suggestion that we refer every 
one of our gall-stone cases, or those in whom we suspect 
gall-stones, to the surgeon is not quite in harmony with 
the possibilities of what we can do in general practice 
for these patients. We can not induce all of our patients 
to undergo operation. Many of them can not afford it^ 
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Some will not do it, and others have an aversion to oper- 
ations. 

Kehr and Naunyn, who have made special studies on 
this subject, distinguish three kinds of cases referred to 
as gall-stone diseases. ,It is unnecessary to get jaundice 
and enlargement of the liver in gall-stones. We may 
have gall-stones without those symptoms. It is unnec- 
sary that we have fever and pain. We find cases who 
occasionally have an attack of pain, with tenderness over 
the liver. There are other cases in which we may find 
jaundice, and still others in which there is pain, jaundice 
and enlargement of the liver. I have seen a large num- 
ber of cases at the Polyclinic who were opposed to surgi- 
cal treatment, where we had a class of people to deal with 
who would not submit to operation. Those people usu- 
ally did very well on medical treatment, especially the 
first class of cases. They were advised to go to bed for 
a week or ten days, and to have themselves poulticed over 
the region of the liver ; to take Carlsbad salts, combined 
with a plain nutritious diet, and many of these cases were 
materially benefited for the time, and many of them were 
kept on this treatment for six months or a year, or the 
treatment was repeated again, whenever the slightest pain 
appeared. They did fairly well under medical treatment. 
Of course, there are cases that belong to the surgeon from 
the beginning, just as cases of appendicitis are surgical 
from the beginning. 

Dr. W. S. Goldsmith, of Atlanta: Dr. Amster's re- 
marks were directed to the subject along the line of the 
general practitioner. I regard gall-stones as purely and 
simply a surgical disease, and they should be attacked in 
an operative way. We have no evidence that gall-stones 
disappear after a course of medical treatment. Certainly 
the cause or causes have not been permanently removed. 

13 mt 
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The patient may be relieved for six months or a year, but 
it does not necessarily follow that because relief is ob- 
tained the case will not be a recurrent one, or that there 
will not be the reformation of gall-stones. Therefore, I 
think as soon as we suspect gall-stones they should be 
looked upon as foreign bodies elsewhere and removed, the 
same as a stone in the kidney, the ureter, the bladder, etc. 

As to the method of treatment recommended by Dr. 
Graham, I would rather be operated on than to take soap 
three times a day as a sort of bolus for lubrication. 

The absence of jaundice in so many of these cases is 
not necessarily indicative of the fact that gall-stones do 
not exist. The fact of the matter is, the presence of jaun- 
dice is an exception. 

Another point : In the examination of adult males who 
are old enough to have contracted venereal disease, old 
enough to have tertiary syphilis, either male or female, 
bu^ especially in the male, we should be very careful to 
elicit a history of syphilitic or venereal infection, if pos- 
sible. I have had two cases in the last two years which 
forcibly brought to my mind the importance of going 
thoroughly into the specific history of these cases. Both 
of them responded beautifully upon the administration 
of iodide of potash, increased daily until large doses were 
given. 

In the matter of drainage, of course the technique of 
operating upon gall bladders with or without sewing 
up the gall bladder without drainage is practically obso- 
lete. We know cases that have been closed at once have 
had a recurrence of the condition, or the reformation of 
the gall-stones. We effect removal of the deposits by 
complete and thorough drainage. 

I am afraid I misunderstood Dr. White in reference to 
anchorage of the gall bladder. Of course, it is entirely 
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essential to make a firm fixation, a firm anchorage when 
you -have a tube in the bladder, otherwise if vomiting oc- 
curs it .will cause the viscera to impinge upon the gall 
bladder, thereby dislocating the drainage tube, followed 
perhaps by leakage, with general peritonitis. I think pos- 
sibly I may have misunderstood him; at any rate, the 
gall bladder should always be fixed. 

Neither one of these essayists brought out the impor- 
tance of making an examination of the gall bladder when 
other abdominal operations are being done, provided these 
operations were clean and on clean cases. I do not think 
any one would make an extensive intraabdominal exami- 
nation in a pus case, but I recall one case that I saw in 
consultation some time ago. After a large ovarian cyst 
was removed, the suggestion was made to examine the 
gall bladder. The surgeon examined the gall bladder, 
and the result was there were one hundred gall-stones 
evacuated from that gall bladder. 

One of the main points I wished to lay stress on was 
that in the male cases we should have proper regard for 
a syphilitic history, as these cases will frequently surprise 
us in a clearing up of the gummata upon the administra- 
tion of large doses of the iodide of potassium. 

Dr. H. McHatton, of Macon : I am glad to have had 
the opportunity of hearing these papers. Perhaps more 
errors are made in regard to the diagnosis of gall-stones 
than any other one condition in the abdominal cavity. 
We see mistaken diagnoses every day. Real conditions 
are frequently overlooked. This is a very important sub- 
ject, and the gentlemen who have read the papers have 
covered it so thoroughly that there is very little left to be 
considered in the way of discussion. 

Whether every man with gall-stones should be operated 
on or not is a question. Surgical they ought to 
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be, but a great many people would not submit to opera- 
tion, hence we are called upon to try and relieve these 
patients by medical treatment. While I have not tried 
the Spanish castile soap, recommended by Dr. Graham, 
in these cases, yet I have used olive oil very often, and I 
find that it benefits many of these cases, and in others it 
renders the attacks less frequent. That is about the only 
benefit I have found from medical treatment. When these 
patients have severe attacks, lose in weight and strength, 
we should advise operation, although many of them are 
not willing to submit to it. However, operation is their 
only hope. 

Dr. C. L. Williams, of Columbus: These papers 
brought to my mind a case I had two years ago. A young 
man, about twelve months before I saw him, had ah at- 
tack of typhoid fever. He was not troubled with diarrhea, 
and when I saw him I thought he had malarial fever, as 
he was complaining of pain in the right side. This side 
was tender, but after giving him quinine I was satisfied 
I was mistaken in my diagnosis. The pain began to get 
very severe. He had fever. Finally, the pain was so ex- 
cruciating that I had to give him large doses of morphine. 
He continued to have these paroxysms of pain, and the 
question arose in my mind whether the case was one of 
gall-stones or not. He had no jaundice. Two other 
physicians were called in to see this case, and after the 
patient was sick for a long time without improving in 
any respect I called in a surgeon. His idea was that 
there was some specific trouble connected with the case, 
yet I was unable to elicit any history of syphilis. The 
patient denied having syphilis or gonorrhea. He was 
gradually losing flesh, and finally, after making a careful 
examination, I discovered a fluctuating point a little above 
the appendix. One of the physicians said he thought the 
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man had appewdicitis. We called in a surgeon again, 
who made an incision and evacuated a large quantity of 
pus. He traced the track clear up to the liver. The 
wound was washed out thoroughly with antiseptics. The 
patient was taken to the hospital then, where he could 
have better care and attention, but he gradually declined 
until he died. We prevailed on the mother of the young 
man to let us examine his liver. She kindly consented. 
We removed the liver, and found about four inches of 
the lower margin of the liver, extending up I suppose 
about two inches, all sWept away. I have never been able 
to ascertain the cause of this trouble. 

Dr. Howard J. Williams, of Macon : I was very much 
pleased in listening to the reading of these two papers on 
gall-stones and gall bladder trouble. I am of the opinion 
that the disease is a surgical one, and the opinion of the 
surgeon should always be taken of this condition. I have 
had the pleasure of operating for gall-stones six times. 
In two cases the results were fatal. The gall bladder was 
gangrenous. I have seen two deaths from gall bladder 
trouble because the advice to operate was declined. One 
case, particularly interesting to me, was that of a promi- 
nent lady in our city, who was taken to the hospital be- 
fore operation. At the time she was taken there the in- 
dications were that the operation would be successful. 
She improved there, and on the advice of her physician 
an operation was declined. Three months afterwards she 
had a recurrence of the trouble, followed by death in 
thirty-six hours from acute pancreatitis. This case con- 
vinced me that this disease should be classed among the 
surgical diseases, and the opinions of surgeons should be 
taken. While medicinal treatment may give temporary 
relief, I doubt whether it is permanent, and where gall- 
stone trouble is present I believe the gall bladder should 
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be opened and drained. Incision and drainage in ordinary 
cases will give permanent relief. 

Dr. William H. Doughty, Jr., of Augusta : I rise more 
particularly to express my thanks to these gentlemen for 
their interesting papers and the interesting discussion that 
has been added on this subject. 

I am not altogether in accord with Dr. Williams, who 
thinks that this is a purely surgical disease, if I under- 
stood him correctly. I think most of these cases should 
be operated on, and possibly it might not be a bad plan 
if all were operated on, seeing that the mortality of early 
operation and operation in simple cases is very small. 
However, there are a good many people who have gall- 
stones who know they have them, or are told they have 
them, who are not willing to submit to surgical interfer- 
ence, and it is well to know something can be done for 
these people, with some possibility of affording relief, 
just the same as in those cases that are operated on. We 
have heard that soap taken three times a day will do it. 

Last winter I saw a man who weighed 325 pounds. 
He was swallowing a bottle of olive oil every day to keep 
him from having gall-stones. 

I wish to tell you of another remedy that I have used 
quite a number of times, and apparently with benefit. 
That remedy is not an original one with me, but I got 
tlie idea of its use a good many years ago from Dr. Tyson. 
I refer to succinate of soda. I have used it often in from 
three to five grain doses, given three times a day, which 
if kept up for a long time will give great relief to patients 
suffering with gall-stones. More than that I can not say. 

The diagnosis of gall-stones is many times exceedingly 
difficult. Possibly it may be of some service, in which 
the difficulty of the situation is very well known. I saw 
a man some five or six years ago who had what seemed to 
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be violent paroxysms of gall-stone colic. He was not 
operated on. He went to New York later on, and was 
seen by two physicians there. He had one of his attacks, 
and a diagnosis of gall-stones was made. He was urged 
to be operated on, but declined. Later on he saw a physi- 
cian in Philadelphia or in Pittsburg, I forget which, who 
made the same diagnosis. He also saw another physician 
in Richmond. This man traveled about a good deal, and 
after going from place to place, and being troubled with 
gall-stones, he turned up here in Augusta to be operated 
on. I operated on him. He not only did not have gall- 
stones, but so far as I could see there was no evidence 
that he ever had any. If there was a healthier gall bladder 
and gall ducts than we found in this case, I have never 
seen them. I could not find anything the matter with 
them. Possibly the best part about it is that the operation 
cured the man. He has never had an attack since. Before 
that he rarely ever went more than ten days without an 
attack. You can take the report of this case for what it 
is worth. 

Let me mention a little point in the technique. Dr. 
Goldsmith inquired about stitching the gall bladder to 
the parietes in operation in drainage cases. That is not 
necessary. You can fasten the drainage tube in the gall 
bladder securely with purse-string suture and drop the 
gall bladder back into the abdomen. That can be done 
with perfect impunity, and by the time the purse-string 
suture is loosened up enough to permit leakage, the ad- 
hesions will have formed around the tube, so that you 
will have a canal leading from the gall bladder when you 
choose to remove the tube. 

A Member: The statements of the various gentlemen 
in discussing this subject show conclusively that patients 
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frequently get well in spite of all kinds of treatment, sur- 
gical or otherwise. 

In regard to the treatment of gall-stones, I have been 
meeting these cases frequently in my practice, and I must 
confess that I have never found any treatment that I 
thought was worth anything. 

Dr. White (closing the discussion on his part) : I wish 
to thank the gentlemen very heartily for the generous 
discussion they have given my paper. The only point of 
difference seems to be how many of these cases should 
be operated upon, and I do not think we can decide that 
off-hand. Dr. McHatton, in his paper, laid down general 
principles for cases of that kind. These cases come be- 
fore the general practitioner. If he can give them olive 
oil, soap, or the succinate of soda and cure them, or make 
them comfortable, that is all right, and the patients may 
be satisfied. But if these patients are slipping away from 
the general practitioner, or getting worse, or having at- 
tacks of jaundice and attacks of colic, gangrene with per- 
foration of the gall bladder is liable to occur at any time, 
and I would like to make an earnest plea that a surgeon 
be called in to cooperate with the general practitioner in 
order to save the patient's life, because as it is now condi- 
tions are unsatisfactory. In New York, at the Mt. Sinai 
Hospital, it was found that 50 per cent, of cases of gall- 
stones coming into that institution were in a bad state, 
so that operation was dangerous. In ten of my cases 
three were practically moribund when I saw them, and -I 
hope that condition of affairs will no longer exist among 
members of the profession. 

Dr. Rogers (in closing) : I have nothing further to say, 
except to thank the members very kindly for the points 
they have brought out. 



MEDICAL ETHICS. 



By M. a. CLARK, M.D., Macon. 



In the discussion of this subject, it is hardly amiss to 
remind you that Ethics, derived from the Greek word 
meaning character, is the science of conduct with refer- 
ence to right living and to the attainment of the greatest 
good. The word right is from the Latin, meaning accord- 
ing to rule; and it has been thought wise to lay down cer- 
tain fundamental rules or principles upon which Ethics 
is based. 

Besides these rules that pertain to the general conduct 
of life, it is well that we have such others as apply to the 
diflferent phases or vocations of life, especially to the 
professions. So, we have for our consideration, as medi- 
cal men, Medical Ethics. 

It is argued by some that it is folly to have a code of 
Medical Ethics, because all medical men are gentlemen 
and every gentleman knows what is right and how to act. 

This is probably true of those who have spent years in 
the profession and have had the opportunity of being as- 
sociated with the best men of the profession. To the 
young men of the profession, a Code of Ethics is a most 
essential and valuable guide, and when properly studied 
and duly practiced, it will not only add to their self- 
respect and the respect of the profession, but may save 
them from blunders that cause much mortification and 
not a few heartaches. 

It is not time lost to discuss this subject, even before 

(103) 



194 Medicai. Ethics. 

those of years of experience, for they have sometimes 
thoughtlessly fallen into the habit of disregarding some 
of the smaller but no less important points of Ethics. I 
think it is unfortunate that our colleges do not give more 
attention to this subject, and I hope it will not be lonij 
before it is a part of the course of every senior student. 

I never heard this subject discussed when I was a stu- 
dent, nor have I ever heard a discussion of it in this As- 
sociation. Alas! how often have I known and heard of 
violations of it ! 

In our consideration of this paper, let us remember that 
we are not followers of a trade, working for the dollars 
that it brings, and ready at any time to exchange it for 
some other that will yield us more dollars. We are mem- 
bers of a profession, prepared for it by study, natur?) in- 
clination, and a love for the betterment of humanity. Our 
chief aim should be to prevent and cure disease, and orir 
greatest efforts should be such as will the better jjrepnre 
us to accomplish this. At no time should we allow the 
fee to be the height of our ambition. He whose eyes are 
dazzled by the luster of the ^'almighty dollar" can not 
practice scientific medicine. 

We are not rivals trying to get each other's patients, 
but are colleagues striving to serve faithfully and wisely 
our own clientele and should be ever willing and ready to 
help each other by word or deed to attain a high place in 
our profession, to be honorable members of the noblest of 
professions. 

The lens of altruism should be ever so adjusted that it 
will collect the rays of opportunity and so concentrate 
them upon the lives of mankind that they will reflect 
brightness and gladness upon all within their sphere. 

I invite your attention to the following subdivisions : 
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OUR DUTY TO THE PUBLIC. 

It is beneath the dignity of any physician to boast of 
his skill or to describe some wonderful operation per- 
formed. His knowledge and skill are not wares to be 
exploited before a gaping public for them to judge 
whether or not they are brass or pewter or true gold from 
the refiner's fire. I can not recall ever having heard of a 
truly learned physician or skillful surgeon boasting of his 
ability to cure disease or perform surgical operations. 

We should at all times be ready to advise the public 
with reference to sanitation and to the prevention and 
stamping out of contagious and infectious diseases. In 
all such cases, we should let it be known that our opinions 
are of such importance as to be of a monetary value, and 
we should demand reasonable fees wherever there is abil- 
ity to pay. 

We should condemn quackery in every form and help 
in every way to overcome it. Nothing will be more con- 
ducive to this end than the avoidance on our parts of 
everything that even savors of quackery. 

We should exercise our rights as citizens and by exam- 
ple and by ballot should uphold the right without regard 
for fear or favor, remembering that as public men our 
influence is great or small as we assert these rights with 
firmness and modesty or with indecision and fear. 

OUR DUTIES TO OUR PATIENTS. 

It is hardly necessary to remind you that it is always 
the duty of the physician to give every patient careful 
thought and study, and above all else to examine thor- 
oughly to find out the real condition before attempting 
tieatment. At all times be honest, firm, gentle, sympa- 
thetic, attentive, hopeful, remembering that the psychic 
effect will have much to do with the welfare of the pa- 
tient. 



196 Medicai, Ethics. 

Having- once accepted a case, it is our duty to attend 
that case till it terminates in recovery or death. In event 
of our inability to give proper attention, we should be 
ready to give our opinion to the colleague who takes 
charge. 

We should nev^er give up a case because it is incura- 
ble or because there is no prospect of remuneration. It 
vj our privilege to refuse to attend any patient for any 
reason we deem fit, but, when we have once begun to 
treat a case, we should not give it up for any trivial cause 
or for lack of monetary reward. 

OUR DUTIES TO THE PROFESSION. 

We would strive to advance and ennoble our profes- 
sion and to command the respect from the public our high 
calling so richly deserves and yet so often does not re- 
ceive. We can do this much more effectually by joining 
our county and State associations, attending their meet- 
ings as often as possible, and taking part in their work. 
We should not only study and make original investiga- 
tions ourselves, but should also encourage others to'do so. 
W'e should feel and show a great pride in our profession 
at large, and should be ambitious for our local profes- 
sion to be the very best. 

All physicians and their families dependent upon them 
are entitled to the gratuitous services of their professional 
brethren in their immediate vicinity O'uly. At no time 
should a physician from a distance be expected or allowed 
to come and give his professional services to us or our 
families. He should be paid at least for actual exp^enses, 
and when able to do so, we should compensate him for 
the time lost from his practice. 

We should be always ready to give every attention to 
a colleague who is sick, and at all times should allow 
him to choose his own medical adviser. It is well for his 
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medical friends to call and enquire about his welfare, but 
they should in no way interfere with the management 
of the case. 

In sickness in the family of any physician, when a col- 
league is requesited to treat the i>atient, he should be 
given entire charge of the case, and we should be 
as careful not to interfere in the management of it as we 
would were the patient one of the attendant's regular 
clientele. 

When the gravity of the case is such as to call for a 
consultant, we should not be present at the consultation, 
nor take part in it, for by so doing we often embarrass 
the consultants and interfere with the proper manage- 
ment of the patient. Of course, we have the right to know 
the result of the consultation and the privilege of accept- 
ing or rejecting the advice given. 

Emergencies : Whenever called in emergency to a pa- 
tient of another physician, w^e should attend only to the 
necessities of the emergency and leave a writteii state- 
ment under seal of what we have done, to be given to 
the family physician when he calls. If the attending 
physician is sick or absent and the case needs further 
attention, we should attend only' till he recovers from 
his illness or returns to his practice. He will then take 
charge of the case, having been advised of what was done 
in his absence. When attending another's patient, we 
must be careful to say or do nothing that w ill reflect in 
any way upon the absent colleague. 

Whenever in any emergency case more than one phy- 
sician attends, the one arriving first should take charge, 
and he will retire on arrival of the family physician, un-" 
less requested to remain and assist. In such cases, how- 
ever, every one attending is entitle<l to his fee and should 
send in a bill for it. 
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When called to patients under treatment of a col- 
league, and no emergency exists save in the mind of the 
patient or some member of the family, we should advise 
that the regular attendant be called, and should refuse 
to express an opinion of the case or prescribe for it. If 
advised that the attending physician has been dismissed, 
il is wise to consult him before taking charge of the case. 

We should teach the laity that we are not servants to 
be hired at their beck and call and dismissed according 
to their whim. They should be reminded that certain 
courtesy is due every one of us, and we should never 
countenance any slight or discourtesy to a brother phy- 
sician. 

Consultations : The old saying that two heads are bet- 
ler than one is as true in medicine as in any vocation of 
life, and we should be ready to have consultation when 
desired, and it is wise to request it ourselves with our 
very ill patients. Let us rid ourselves of the false notion 
that it is a reflection on us to be requested to have con- 
sultation. Consultations when wisely and conscientiously 
conducted will often benefit the patient, and will always 
be a comfort to the family and a source of relief toi the 
family physician. 

The chief object of the consultation should be the wel- 
fare of the patient, and we must never allow personal 
feelings or petty jealousies to pre\^ent the accomplish- 
ment of that end. 

We should always be prompt, and in event of una- 
voidable delay, should notify the attending physician, if 
possible, and in this day of telephones it is possible. 
Where advice of delay is not possible, the physician first 
arriving may wait a reasonable time, and if the other 
does not arrive the consultation is postponed until an- 
other appointment. If the consultant arrives first, he 
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will wait the coming of his colleague before entering the 
sick-room. 

When in a consultation the patient is found to be 
doing well under the treatment given, it is the d^ty of 
the consultant to advise no change in treatment. It is a 
mistaken idea that the consultant must do something 
simply because he has been called. The welfare of the 
patient is the chief end desired, and when that is assured 
all has been done that is required. When a change in 
treatment is indicated but, not imminent, it is well to 
suggest that the attendant make the change at his next 
visit. 

In the consultation it is best to agree as to the condition 
of the patient, and the regular attendant will give the 
opinion to the family. Whenever there is more than one 
consultant, it is wise to have the opinion expressed in 
writing and signed by all present. In all cases it is pru- 
dent for the directions to be written and agreed to before 
being given to the nurse. 

After an agreement in consultation, it is incumbent on 
the attending physician to have that treatment carried 
out, and he may make no change unless some emergency 
arise, and then he will advise the consultants at the first 
opportunity, giving his reason for the change. 

In an emergency, if the attending physician can not 
be secured, the consultant may visit the patient and re- 
lieve the exigency only, and he will see that the attendant 
is notified of what has been done. In this visit he will be 
very careful to express no opinion at variance with that 
agreed upon in the consultation. 

If in a consultation an agreement is impossible, a third 
physician should be called and the opinion of the major- 
ity should prevail. If it is impractical to secure a third 
physician, the consultant may retire, leaving the family 
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physician in full charge. It is rare that two gentlemen 
can not agree in such cases. 

Only under ver}' extraordinary circumstances should 
a consultant take charge of a patient, whom he has seen 
in consultation. 

When called in emergency to an obstetric case, after 
the emergency is relieved, the case should be resigned to 
the regular physician. In all such cases the one attend- 
ing is entitled to a fee for the services rendered. 

Specialists: In all cases where there is a question of 
special treatment being indicated, the patient should be 
encouraged to consult the family physician as to whether 
or not special treatment is needed and by whom it should 
be given. In the large majority of such cases, the family 
p>hysician's opinion will be of no little value to the spe- 
cialist in his management of the case. Greater good will 
redound to the patient if the specialist and physician will 
work together. 

In those cases where an operation is indicated, the 
regular physician should be advised before an opinion is 
given to the patient, and only in very grave conditions 
should an operation be performed without advising with 
the family physician. 

Because a physician is a specialist, he is none the less 
excused from the observance of the same principles that 
ai>ply to other physicians' prescribing for or taking 
cliarge of the patients of others, and he should be equally 
as careful in the obsen^ance o-f these iniles. 

In evei*y case, my colleagues, let us ever be mindful of 
the Golden Rule: ''Do unto others as we would have 
them do unto us," and w^e will have a better and nobler 
profession, and o-ur work will be more pleasant and far 
less onerous. We will have more respect for ourselves, 
and the public will honor us as we deserve. 
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DISCUSSION ON DR. CLARK'S PAPER. 

Dr. Lattimore, of Savannah: I wish to thank Dr. 
Clark for his very able and instructive paper. The paper 
is a classic. It is a subject that, at times, we are all at 
sea about. We do not know what to do. The doctor has 
not only given us a general idea, but he has g^ven us a 
classical paper on medical ethics. When that paper ap- 
pears in the Transactions of this Association in 1906, and 
we obtain our copies, if we will go over it carefully, study 
it as we would our anatomy, in the future we will obtain 
as rnuch benefit and help from it as from anything else in 
the way of a paper that has been written on medical 
ethics. I feel that this subject is not only pertinent at this 
time, but it is one that will be lasting in its effect from the 
way the doctor has put it to us, and I want, again, to thank 
him for presenting it. I shall prize my copy of the Trans- 
actions in which this paper appears very highly. 

Dr. W. B. Hardman, of Commerce : We have not hadl 
many discussions on this subject, and I think the reor^ 
ganization of the Association on present lines will tend to. 
help in a great measure the differences that have occurred 
in different localities. It is not an uncommon thing to see- 
one physician carrying his gun for the other. A thing of 
that kind is always uncalled for, and when such a state- 
of affairs obtains, there are two people to blame. There- 
is never one only, and I think in the organization of our 
county medical societies we will be greatly benefited along 
this line, because a great deal of the trouble which arises 
between physicians is due to the fact that they do not know 
one another better. We are all busy about our own busi- 
ness. We are called in consultation, or we step in to see 
a patient, and most of the time we take the statements of 
the laity. They do not intentionally misrepresent things, 
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but physicians get misunderstandings from unintentional 
misrepresentations. And I believe if we come together in 
our local societies and touch elbows and bear in mind that 
our brother physician is just as much of a gentleman as 
we are, it will be better for us all. I have seen men who 
seemed to go on the idea that everybody else was a rascal 
but themselves, and they were always looking for trouble. 
If we reversed the matter and always feel that our brother 
practitioner is just as good as we are and just as much of 
a gentleman as we are, and just as inclined to do the right 
thing as we are, nine times out of ten we will be better off. 
I believe our brother practitioner is just as ready to do the 
right thing as we are, and I think these differences in 
ninety-nine times out of a hundred are entirely uncalled 
for. They won't stand fire in every instance. They can 
be smoothed over, so that there should be no trouble be- 
tween one physician and another. In seventeen years 
practice I have never had any trouble with my brother 
physicians. I do not let men run over me. But as mo- 
lasses catches more flies than vinegar, if you go to a 
brother physician, after having thought you treated him 
wrong, and explain matters to him, and do it in a gentle 
way, you will get the difficulty settled and you will make 
a friend. I believe in our local societies w^e will be a great 
help to one another by coming in contact with one an- 
other, and not looking upon one another as an enemy. 

Dr. T. J. McArthur, of Cordele: This is one of the 
most important papers that has been presented to this 
body at this session, and I have wondered why at all of 
these meetings this subject has not received more atten- 
tion. I suppose it is because it is a delicate subject to get 
before a body of men and discuss before them the question 
of ethics, how they should conduct themselves in practic- 
ing their profession. Nevertheless, as I have stated, .1 con- 
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sider it a very important question for the reason that it 
affects the public ; it affects the good of our patients, and 
it affects the profession very much. I beheve that the 
unethical conduct of physicians causes more heattaches 
among physicians than any other one thing. It should 
riot be a proverbial saying that physicians can not agree. 
In commimities where physicians are organized, where 
they respect the thoughts and opinions of their brethren 
in the profession, they get a good deal of pleasure out of 
their professional lives. It does not matter so much how 
hard their work is, nor does it matter so much how their 
patients treat them; but when our brother physicians 
treat us badly, it twitches us to our heart, and we do not 
soon get over it. When we feel that we have been casti- 
gated by one of our brother practitioners, if we will go to 
him as a gentlemean in the effort to explain in a cool, 
quiet, gentle way, if that physician is in error I believe he 
will meet you in the same spirit you approach him, and 
will make a retraction. Or you may find that you have 
listened to the remarks of some busybody, who is trying 
to get you estranged, and that it was not such a bad thing 
after all. Pardon me for relating a story in this connec- 
tion. 

There was a man in the church who felt that a sister 
had done him a wrong. He went to the preacher, and the 
preacher said, "Go to the sister and talk to her." "I can't 
do that," he said. The preacher insisted that he should go 
the next day and talk to the sister. Later the preacher 
saw him and asked if he had gone to the sister. No, he 
had not. He went on for three or four months in this 
way. Finally, the man got to thinking about it ; he went 
into his closet and prayed over the matter, and when he 
got ready and got in the right kind of spirit, he decided 
that the sister had not done him so much wrong. He met 
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the preacher with a smile subsequently, and the preacher 
said, "Have yoti seen sister?" "No, sir. I began to think 
about it seriously, and decided she did not do me such a 
wrong." After all, gentlemen, it is a good deal of imag- 
ination. 

Dr. Clark (in closing) : I thank you for your kind re- 
ception of my paper. I am anxious to see in the reorgan- 
ization of the MecWcal Association of Georgia more than 
the combining of the county medical societies ; I am anx- 
ious to see a reorganization of the physicians of Georgia 
as a band of colleagues and brothers, working together 
for the benefit of mankind, and if what I have said will 
help a little bit toward the attainment of that end, I shall 
feel well repaid. (Applause.) 



THE TREATMENT OF BRONCHO-PNEUMONIA. 



By SAMUEL A. VISANSKA, M D., Atlanta. 



As the season is still upon us when the physicians will 
be called to treat numbers of such cases, would it not be 
well to discuss the very best methods of reducing the 
death rate of this dreadful disease, carrying off thousands 
of children each year, and which, next to the summer 
diarrheas, is most fatal? It might be termed the winter 
disease of infants. There are scarcely any two physicians 
who treat the disease alike ; and this being the case, would 
it not be more beneficial to both patient and physician, 
if we could get together, and bring down the treatment 
to a practical, and not a theoretical basis? The theory 
of medicine is one thing; the practice another; blessed 
is the doctor who is practical. 

Taking nature as the best physician, there is no disease 
which requires more intelligent assistance than that of 
broncho-pneumonia. The two vital organs are affected 
from the beginning, the lungs and heart, and often a 
severe enteritis occurs. The age of the child and its sur- 
roundings will have to be considered also. The first 
requisite to treat a case successfully is, as little as you 
think of it, to get the confidence of the family. Unless 
you do, there will be all kinds of suggestions from them 
as to the internal and external treatment. A good neigh- 
bor comes over with the very thing that cured her child, 
and the parents, intelligent ones, too, are willing to try it. 
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If you use one form of external application and the baby 
is not doing well, the mother is told of something a doc- 
tor used across the street, that patient happened to get 
well and you will often be influenced to use it. The text- 
books do not take up these points I mention, but expe- 
rience, especially my first iexperience, has brought this to 
my mind : This meddlesome interference on the part of 
grandmother, parent and the neighbor has caused the 
death of many a little patient. My advice to every phy- 
sician is to be master of the situation or step down and 
out. We all should realize that broncho-pneumonia is, 
in»a great majority of cases, a secondary disease, and as 
a rule bronchitis is the primary cause. This may be either 
a simple bronchitis, or that which occurs as a part of in- 
fectious diseases, among which are measles, whooping- 
cough, diphtheria and membranous croup, influenza and 
possibly typhoid fever. Of course the specific cause of 
the inflammation is probably the pneimiococcus of Fran- 
kel, but the staphylococcus and streptococcus pyogenes, 
the bacillus of Friedlander, or, as has been demonstrated, 
the tubercle bacillus may be the exciting cause. Of the 
predisposing causes of catarrhal pneumonia, age is the 
mosit important, and in children imder three years of age 
it is the lobular form of pneumonia, which is found in a 
great majority of cases. It is especially most fatal in 
cases occurring under two years of age. With a knowl- 
edge of the morbid anatomy and symptoms in our minds, 
the question might be asked by what method can we lower 
the death rate ? 

I. We should be able to make a diagnosis and tell 
the dividing line between the pre-existing bronchial trou- 
ble and the extension into the terminal tubes and peri- 
bronchial tissue, as a number of errors O'f diagnosis have 
been made. 
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2. The predisposing cause should be borne in 
mind. My experience has taught me that pneumonia 
complicating whooping-cough requires the fnost active 
treatment, and for convenience we will divide the treat- 
ment into hygienic, external, and internal. 

Hygienic. — The room should be large and have at least 
two windows and one with a fireplace is preferable. The 
temperature of the room should be kept at from 68 de- 
grees to 70 degrees. The windows should be opened from 
above and below so as to allow plenty of fresh air into 
the room, as in mild cases that is our method of adminis- 
tering oxygen. 

It is almost criminal to have your patient in a stuffy 
room with a big fire and every window and door closed. 
You need not allow a current of air to strike the child, 
as screens can be used. See that the bed of your little 
patient is made comfortable, and keep your patient on it 
most of the time, but the position of the child should be 
changed occasionally. 

External. — By the external treatment, I mean the va- 
rious applications which have been applied to the chest 
to bring about resolution. This external treatment has 
been and is yet as great a puzzle to me, as when I treated 
my first case. I wish I knew positively if they do good 
and which application is most beneficial, and I would be 
extremely grateful, if my fellow physicians could en- 
lighten me on this subject. Many things, from the sweet- 
scented onion poultice to mother earth, has been used and 
the man who gets the cure with one prq>aration or the 
other naturally advises its use, but is it in any way due to 
the external application ? One will use a mustard plaster, 
the flaxseed poultice, a combination of turpentine, lard 
and camphor, or fifty other combinations, and all claim 
good results, yet the death rate remains extremely high. 
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We often forget what the disease really is, and the 
changes which have taken place. In consultation, is where 
you will find in most cases the absurdity of the external 
application ; by that I mean that if you are using one ap- 
plication, the consultant will often advise another, and 
yet there is no more reason for it than the first. The 
theory of the external treatment is to attract the blood 
from the lungs to the surface of the body. To do that 
yon must use a method to attract the blood equally and 
not just over the area of the chest wall. Nothing has 
served me so well as the mustard, hot mustard bath, or 
mustard pack, and the child should remain in the bath 
until there is a pink glow over the body. It should then 
be wrapped in a blanket and placed in bed, where as a 
rule, it falls into a peaceful sleep ; at the same time the 
high nervous tension is relieved, the child breathes easier, 
the pulse is not so rapid, the capillaries dilate, and the 
little patient often breaks out in a copious perspiration, 
carrying off the toxines, thei'eby throwing less work on 
the heart, kidneys and intestinal canal. These baths 
should be repeated as often as necessary. Returning to 
the applications used (manufactured or home-made), I 
■believe they do little good imless there is a pleuritic con- 
dition, and the child is made more comfortable. I prefer 
then, the hot camphorated oil with mustard, applied an- 
teriorly and posteriorly over the lung area by gentle mas- 
'sage; children enjoy being rubbed, and will often go to 
sleep while the rubbing is going on. If you wish a quick 
-counter-irritant the mustard plaster will suffice, then if 
:you like, a close fitting flannel undershirt, lined with cotton 
material, can be worn next to the skin. Nothing heavy 
should be allowed over the chest, as nature often brings 
into play all the auxiliary muscles of respiration so as to 
convey oxygen to the system. Then again, if you have 
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these thick and heavy appHcations applied, you can not 
make repeated examinations of the chest without disturb- 
ing your Httle patient. Even the bedclothes should be 
light. 

Internal. — As we usually find a torpid liver and furred 
tongue in these cases, it is well to begin with small doses 
of calomel followed by oil, or a simple saline mixture. In 
not a few cases the g^stro-intestinal symptoms are a grave 
complication. Most children swallow the mucus unless 
vomited up, therefore, keep the tract cleansed. The tym- 
panites is often very troublesome, pushing the heart and 
lungs out of position, adding greatly to the discomfort 
of our little patient. The treatment then is the same as 
for gastro-enteritis. 

For the cough, which is usually dry at first, the sim- 
plest and most palatable mixture is the best. I might write 
a number of different prescriptions, yet the one I give will 
usually answer. 

R Arom. spt. ammonia o" 

Vin Ipecac 3ii 

Syr. Pruni Virg ^3vi 

Syr. Tola 'siv 

Aq. Anisi qs giii 

M sig. A teaspoonf ul every two hours to a child one to two 
years of age ; or this one : 

R Cit. potash grs. xxiv 

Vin Ip<?cac 5ii 

Spt. mendererus 3vi 

Syr. Tolu 3iv 

Aqua qs giii 

M sig. A teaspoonful every two or three hours. If the 
cough is quite troublesome add a few drops Tr- opii camph. 
or deod. tr. opium, according to the age of the child. Never 
order your anodine in the mixture as you might wish to in- 
crease or decrease the dose or leave it out entirely. 

Stimulants, — In the mild cases very little stimulation 
will be necessary; if so, whiskey alone will suffice. It is 
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in the severe case&, where the pulse is so rapid you can 
scarcely count it, that will tax you to know what to do. 
Here whiskey, strychnine and my sheet anchor, tr. dig- 
italis, should be used. For a child one year old I order 
30 drops best ry6 whiskey every three hours and strych- 
nine gr. 1-250 to gr. 1-200. Should the child show the ef- 
fect of too much strychnine decrease the dose or leave it 
off for a while. Where the pulse is over 130 I use tr. 
digitalis, and so far have never had any ill effects. Tr. 
digitalis is a cardiac regulator. By its effect upon the 
cardiac ganglia and the muscle itself, it induces contrac- 
tion, and strengthens the systole ; by its effect on the vagi 
it prolongs the diastole. The result of this double action 
is that the diastole of the heart is lengthened so that more 
blood is allowed to enter the ventricles, while the systole 
is made stronger so as to impart more vigor to the flow 
of blood into the arterial system, and at the same time a 
rapid and irregular action of the heart is slowed and 
steadied. As digitoxin is the most active ingredient, and 
being insoluble in water and, therefore, precipitated by it, 
never order the tincture in combination, and give in a few 
drops of syrup so that it will be absorbed at once. No 
water should be allowed the patient for several minutes 
after swallowing. The dose is one to two drops every 
three hours for a child one year old. You must watch 
carefully the effect on the pulse and know when to leave 
off the digitalis. I have used adrenalin with good results, 
esi>ecially where there were signs of cerebral trouble. 

Fever. — ^.\n ice cap to the head and sponging with 
either tepid or cool water is all I use to lower the temper- 
ature, and have never had to resort to other methods. 

Nourishment' — Happy are the little ones who are 
breast-fed ; they not only have a greater power of resist- 
ance, but there is less tendency to abdominal complica- 
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tions. Broth, beef tea, milk and egg albumen will con- 
stitute the principal diet list. 

Oxygen, — Oxygen should be used at the beginning, 
if the disease complicates whooping-cough. Here you 
have the double cough to deal with, and as a rule, get 
cyanosis from the first. Even where the lung is greatly 
involved in other cases, it is a good idea to give oxygen 
early, and not wait for cyanosis. 

405-406 Peters Building. * 

DISCUSSION ON DR. VISANSKA's PAPKR. 

Dr. C. L. Williams, of Columbus : I think this subject is 
one of great importance. There is no disease I have to 
contend with that I dread more than broncho-pneumonia 
in children. In fact, I believe it is a rare thing in very 
young children to find the capillary bronchial tubes stopped 
up with inflammatory conditions, putting a burden upon 
the heart, and I have been convinced for a long time that 
the less remedies we use the better for the children. 

As to external applications, I use mustard an'd counter- 
irritation in mild form ; then cover the chest and keep it 
in that condition. Cough is sometimes so severe that we 
are compelled to use opium in some form. It has been 
my practice to use carbonate of ammonia. I make it 
pleasant for the patient. Then, I have another mixture 
of carbonate of ammonia, with camphorated opium or 
codein, and where the cough is severe I usually use car- 
bonate of ammonia, with codein. If the cough is not per- 
sistent, I put the child on carbonate of ammonia. For 
the heart I occasionally use nitroglycerin. I was treating 
a case before I left home. The patient, a child, was five 
years of age. I used as much as the one-hundred and 
twentieth of a grain of strychnia every six hours. Respi- 
rations were about 65 to the minute, and the pulse was 
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1 60 or more. Respiration under this treatment came 
down to 40, and the pulse was very materially reduced. 

The proper temperature of the room is very important. 
There ought to be a fire in the room, if necessary, with 
the windows lowered at the top, so that the temperature 
of the room should be kept continuously at from 68 to 70. 
The child I spoke of just now is improving. I went there 
one morning and found' the temperature of the room 
down to 64. I told the parents they had neglected to no- 
tice the thermometer which I put in, and they acknowl- 
edged they had. The child's condition was worse. Breath- 
ing was worse. The fine subcrepitant rales were more 
exaggerated. 

I regard the position of the child as very important. 
It should lie on its back and be kept so. 

Dr. W. S. Kendrick, of Atlanta : There is hardly one 
within the sound of my voice but can testify that I am 
not a great giver of drugs. I am no authority on materia 
medica, and I am not a great drug-giver. I may be 
wrong, while my brethren of the opposite side may be 
right. 

I have listened with some interest to Dr. Visanska's 
paper. It is a good one. As to the use of digitalis in 
acute febrile affections, I do not believe that digitalis in 
any of its forms (I do not condemn its use in toto) has 
any place in the treatment of any acute febrile affection. 
The great and brilliant results obtained from digitalis 
have been in chronic affections, where scarcely any fever 
existed. In typhoid fever in any of its stages, in acute 
broncho-pneumonia in children, or in acute lobar pneu- 
monia, or any of the acute febrile affections, it has little 
place; but where we get the best results from its use is 
in the organic chronic affections of the heart, whatever 
that may be, depending upon whether it is secondary to 
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the kidneys, or to any organic affection of the heart. It 
energizes the heart. It lessens its number of beats. A 
heart beating probably one hundred times per minute can 
be brought down to seventy times per minute by the 
judicious use of digitalis. 

Dr. J. W. Duncan, of Atlanta: I enjoyed the paper 
very much. It is a good paper. It is timely, and the 
subject has been well handled. But, as Dr. Kendrick 
remarked about digitalis, I do not give it where we have 
a high tension pulse, showing there is a contracted con- 
dition of the capillary circulation. Digitalis, if you give 
it in sufficiently large doses, will increase that trouble. 
If you want to lessen the arterial tension, give something 
else. I would rather give small doses of Norwood's 
tincture of veratrum than to give digitalis in that state. 
That is my practice in these cases of catarrhal pneumonia, 
broncho-pneumonia, or lobar pneumonia. When I first 
began to practice medicine they called it capillary bron- 
chitis. I give a very small amount to a young child, say 
the sixteenth of a drop of Norwood's tincture. To older 
children I give more ; I give from the eighth to the fourth 
of a drop of tincture of aconite. Those remedies are bet- 
ter than digitalis in the acute stage. I would rather risk 
giving them. When you have a case of high arterial 
tension, indicating that it is difficult for the average heart 
to force blood through the capillaries, and especially 
through the lungs, do not give large doses of digitalis. I 
consider two or three drops too much for a child. You in- 
crease the arterial tension; you bring the heart's action 
down, but at the same time increase the contraction of 
the capillaries. 

As regards local applications to the chest, I generally 
find mustard, turpentine and lard in nearly all families. 
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I use them as local applications, and use them in equal 
parts. You might think it will blister the child; it will 
not. It will redden the skin, but it does not blister it. 
This may be used three or four times a day with good re- 
sults. 

Another thing which was not mentioned was the use 
of quinine. I have had cases I have treated for days 
without quinine, and usually without any noticeable im- 
provement, yet after its use the patients would improve. 
To children one or two years old I would give a gi*ain 
or more of the bisulphate of quinine, with one-twelfth to 
one-eighth of a. grain of camphorated Dover's powder, 
and would get good results in a few hours. 

As regards the heavier applications. If you find in 
examining a patient the first time you see him that he has 
pneumonia, or broncho-pneumonia, I see no objection to 
putting on a cotton jacket. The text-books of late years 
condemn this practice, on the ground that it interferes 
with the examination of the patient. I have seen fine re- 
sults from the application of a cotton jacket, covered with 
oil silk, the chest being covered with a common cotton 
binder. Children will rest better. 

Dr. C. M. Curtis, of College Park: I have found in 
twenty years' experience in general practice that there is 
one point that, I believe, has been overlooked by the gen- 
tlemen who have spoken. It occurs to me to be very im- 
portant and that is, in a pneumonia patient, no matter 
what form of pneumonia the patient has, it is very essen- 
tial to keep the room at an even and comfortable temper- 
ature, either winter or summer. In winter it will neces- 
sitate artificial heating, and more circulation of the at- 
mosphere in summer than in the winter time. I generally 
try to keep the atmosphere of the sick-room as pure as 
possible through another room that is already heated. 
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This, with the nourishment of the patient, when it is 
needed, constitutes the principal part of my treatment. 
The less medication I give the better the patient gets 
along. 

Dr. B. P. Oliveros, of Savannah : For controlling the 
cough in cases of pneumonia I have used with gratifying 
success glycerine, deodorized tincture of opium and a few 
drops of chloroform. 

Dr. O. L. Holmes, of Covington: I find that if drugs 
are used by inunction in these cases we do not get the 
bad effects on the stomach as we do by administering by 
the mouth, incorporating them with lard, turpentine and 
mustard. I believe we get quicker results by inunction 
than by administration by the mouth. 

Dr. Visanska (in closing) :' Of course, when a man 
reads a paper he can not bring out every point in regard 
to every method or agent he has used in his experience. 
He can only outline the general treatment he has used and 
leave it for the discussion to bring out a great many 
things thatt the reader of the paper leaves out. 

As regards the use of carbonate of ammonia, while I 
have used it, I prefer the aromatic spirits of ammonia. 
I have more confidence in it than I have in carbonate of 
ammonia, as made up and sold by the average druggist. 
It is much more palatable and does not upset the stomach 
quite as much as carbonate of ammonia. 

In regard to the use of tincture of digitalis, as I stated 
in my paper, we all differ about the use of drugs, and it 
is a good thing that we do so. One man is satisfied with 
his results from using certain drugs, while another is 
satisfied with using other drugs. I have obtained good 
results by the use of tincture of digitalis. It is used in 
New York in most of the hospitals, and they claim ex- 
cellent results from it. Of course, we all know that tine- 
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ture of digitalis is used m chronic heart affections and 
kidney affections with good results ; at the same time, if 
we get good results from its use in some acute condition, 
I do not see any harm in using it. Unless we try these 
things, we will not improve our knowledge of therapeu- 
tics. To-day we are in the background as regards thera- 
peutics and materia medica, and that is the reason why 
we are using every Tom, Dick and Harry's preparations,, 
sorcalled pharmaceutical- preparations. We must and 
should study materia medica and learn how to use these 
preparations and when to use them. 

I was recently called in consultation in a case with a 
practitioner who was using tincture of digitalis in a mix- 
ture that contained water, and therefore he did not get 
any result. He did not get the result of its active prin- 
ciple. As long as I can get good results by using digitalis 
in such affections as I have referred to, I shall continue 
to do so. No man need use it unless he wants to. 



THE GENERAL PRACTITIONER AS A FACTOR 
IN SURGERY. 



By R. R. KIME, M.D., Atlanta. 



The physician bears a threefold relation to surgery. 
The first and most important is the prevention of the 
necessity for surgery. 

Secondly, the physician may be a causative factor in de- 
veloping directly or indirectly conditions that require 
operative procedures. 

Thirdly, the 'physician is often called upon to use his 
judgment and advise his patient either for or against 
operative procedures. 

While the old-time family physician seems in a meas- 
ure to be passing away, the new era demands a high- 
class, well qualified, general practitioner to act as a bal- 
ance-wheel in the medical profession. Specialism reached 
its highest point in the past decade, and the profession 
now realizes that no one organ can be uniformly and 
successfully treated independently and separately from its 
relation to other parts of the body. The broad and well 
balanced specialist should have a good knowledge of gen- 
eral medicine, while the general practitioner should have 
some knowledge of all the specialties. His duty to his 
patrons demands that he should know when the services 
of a specialist would be of benefit to his patient ; especial- 
ly is this true in the line of surgical work. 

Not only should he have some knowledge as to when 
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surgical work is necessary, but he should understand why, 
and to some extent what, caused the necessity. 

To the conscientious physician it should be a matter of 
no little concern whether he has fully discharged his duty 
as to the prevention, and that he has not been a causative 
factor in producing conditions requiring surgical meas- 
ures. 

In this day and age preventive medicine is of much im- 
portance. So should it be with surgery. Preventive 
medicine and sanitary science deals mostly with commu- 
nities and people collectively. Preventive surgery mostly 
with the individual, hence it is more of a personal equa- 
tion between physician and patient. 

Gonorrheal infection sociologically considered is one 
of the exceptions to this general rule, because of its gen- 
eral prevalence and so often leading to pathological 
changes that require operative measures for relief, es- 
pecially from a gynecological standpoint. 

Much could and should be done by the general prac- 
titioner in the prevention of the social vices which lead 
to such grave consequences. This is a grave responsi- 
bility and duty neglected by many physicians with seri- 
ous results, causing much suffering, misery and sorrow 
in many households. Here it is much surgery is de- 
veloped from lack of duty and improved opportunities 
by the general practitioner, to say nothing of the improp- 
erly cured or treated cases. 

A physician's duty is but half done in preventing dis- 
ease, relieving suffering and making a living. He owes a 
higher, nobler and broader duty to humanity in prevent- 
ing crime, vice and moral disease. This duty he owes to 
humanity as a slight compensation for that which he and 
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his family enjoys as a result of the labors and sacrifices 
of the noble and good that have gone on before. 

When the medical profession fully realizes its duty 
along these lines then every medical college will have a 
chair on medical sociology and make it one of the most 
important branches in its curriculum. In it will be in- 
cluded preventive surgery as well as preventive medi- 
cine. 

In order to be brief and to the point, we will only men- 
tion disconnectedly a few of the conditions in which the 
physician may prevent or cause surgery and conclude with 
some instances in which the physician should refer cases 
to the surgeon. 

In obstetric practice most physicians recognize the ne- 
cessity for clean aseptic work, yet many neglect the little 
details necessary to prevent at last a mild infection that 
frequently leaves behind chronic trouble requiring the 
services of a gynecologist. 

Thorough disinfection oif the hands in all cases, the 
wearing of rubber gloves when in doubt, immediate asep- 
tic repair of perineum, be it slight, with aseptic care of 
patient during puerperium, is essential to prevent sur- 
gical work later. 

If infection occurs, thorough irrigation of uterine cav- 
ity and free drainage — not the curette — are essential if 
the generative organs are to be preserved in tact for fu- 
ture physiological functions. 

In abortions uterine cavity should be thoroughly emp-; 
tied and disinfected to prevent disease of adnexa. In every 
case of labor or abortion after delivery during the puer- 
perium patient should assume the exaggerated Sim's posi- 
tion on right or left side, twelve to eighteen hours out of 
the twenty-four, and if patient have retro-displacement of 
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uterus at end of third wedc, it should be corrected. Ap- 
propriate treatment at this time with hot douches and 
tampons, followed later by properly adapted and adjusted 
pessaries, will correct fifty to seventy-five per cent, of the 
cases without surgical <^)eration. 

Introduction of uterine sound and intra-uterine treat- 
ment in the office and curetting uterus without asq)tic 
measures, has done much damage. Pelvic massage and 
trachelorraphy in pus cases has developed surgery. 

During pregnancy many cases of kidney lesion de- 
velop and cause operative work at delivery and after- 
wards directly or indirectly that might have been pre- 
vented by judicious treatment w^hich would have been 
indicated by use of the microscope at the prefer time. 

I say microscope, because the qualitative chemical ex- 
amination of the urine, as usually made, is of but little 
value in many of these cases, and without the use of the 
microscope you will be misled as to the true condition of 
the patient. 

The direct and ultimate results of the let-alone, do- 
nothing, constipating plan of treating typhoid fever tends 
to the development of surgery. Th the rational mind it 
favors increased germ development, and toxines in alimen- 
tary canal, adding autointoxication, toxemia, distention 
of abdomen, irritation from accumulating and hardened 
feces, all depress vital powers of patient, check secretions, 
increase delirium, pervert nutrition and favor directly 
perforation and hemorrhage, later complications of kid- 
neys, appendix, liver, joints, and last, but not least, in- 
fection of gall ducts, some of which at times require sur- 
gical intervention for relief which might have been pre- 
vented by a more rational plan of treatment. 

Chronic constipation, indigestion, distencion of colon 
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tend to produce complications with appendix, which can 
often be prevented by judicious treatment, dieting and 
regulating habits of patient. 

In cases of acute appendicitis too acti\'e catharsis and 
food by the stomach often produce serious surgical com- 
plications which might be avoided. Even in severe cases, 
with perforations and other complications withholding 
food from stomach, lavage, if necessary, using concen- 
trated nourishment by rectum, with complete quiet, 
will tide most cases over to a comparatively safe period 
for operation. The general practitioner in these, as well 
as in many other conditions, must be competent to de- 
cide when operation will be most judicious and for the 
best interest of his patient, else have a surgeon associated 
with him in the case that is competent to decide. 

In typhoid fever, appendjcitis, colitis and even indi- 
gestion, emptying alimentary canal at first by the least 
irritating method, give such remedies as tend to disin- 
fect the intestinal tract, aiding digestion and assimila- 
tion, will prevent many serious complications and much 
surgery. Some one, no doubt, will say it is impossible 
to disinfect the alimentary canal; so is it impossible for 
the surgeon to disinfect his hands or the field of opera- 
tion, but he who fails to make an effort to approximately 
do so is criminally negligent. 

In nearly all cases of ectopic pregnancy, ovarian cysts 
and malignant disease, operative measures are indicated, 
and the sooner the better, especially in cancerous condi- 
tions. 

It is here the general practitioner so often makes the 
fatal mistake of procrastinating and waiting to be posi- 
tive of malignancy before advising immediate operation. 

In all cases where there is even the suspicion of malig- 
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nancy the case should be sent at once, without delay, to 
the surgeon or to one specially qualified to handle the 
organ or part involved. The physician who fails to so 
instruct his patient n^lects his duty, and in some in- 
stances is indirectly responsible for the death of his 
patient. 

Every physician should be conversant with the late 
developments in diseases of the stomach, gall bladder and 
ducts, movable kidney, etc., so as to be in a position at 
least to advise his patient to seek relief at a time when 
it will be of most benefit, and not when it is too late to 
prevent death. 

There is a border-line between surgery and medicine 
in which there is a demand for a closer association of the 
surgeon and physician. 

The physician does not see enough of the pathological 
conditions disclosed by surgery, while the surgeon often 
does not see enough of the primary conditions that lead 
to the necessity for surgery, and to fully appreciate the 
responsible position in which the physician is placed. 

Here, it is manifest,, the surgeon needs a broad founda- 
tion and knowledge of general medicine, while the physi- 
cian needs to understand more fully the primal causes 
that lead to the demand for surgery as well as the re- 
sults, direct and remote, that can be attained by surgical 
measures. With this knowledge on the part of both, 
and a closer association in work, then "preventive sur- 
gery" will be elevated to a higher point than it has yet 
attained. 

To secure the best results, and place surgery and medi- 
cine on a higher scientific basis, the work of the physi- 
cian and surgeon should be more closely associated and 
combined with that of the anatomist, physiologist and 
pathologist. 



REPORT OF A CASE OF ADDISON'S DISEASE- 



By WM. CLIFTON LYLE, M.D., Augusta. 



My reason for presenting this paper is the comparative 
rarity of Addison's disease in this section of the country, 
and some special points in this particular case that came to 
light during a rather close observation extending over a 
period of nearly two years. 

This disease is probably the most important of those 
that produce a discoloration of the skin, not from that 
symptom alone, but from the train of symptoms that ac- 
company and precede it, and from the peculiar patholog- 
ical condition that causes it. This importance is further 
increased as a result of our lack of knowledge of the man- 
ner in which disorders of the suprarenals produce this 
characteristic discoloration. 

It is more than probable that all t-he functions of these 
bodies have not yet been discovered, but we may presume 
upon at least three: ist. The secretion of a material neces- 
sary to proper blood production. 2d. Destruction of hem- 
oglobin. 3d. Intimate association with the sympathetic 
nerv^ous system. Considering these three functions as 
established, we may more readily understand how the 
"bronzing'' as well as all other of the varied symptoms of 
this disease occur. It might occur as a result of the circu- 
lation of the products of the disintegration of hemoglo- 
bin. Brown-Sequard claimed that the pigment consequent 
upon this disintegration was destroyed in the suprarenal 
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capsules. If this is the case any disease affecting them 
sufficiently to suspend their functions should be followed 
by increased pigmentation. 

Likewise pyrocatechin, normally found in the medulla 
of the suprarenal glands, becomes brown upon exposure to 
air or alkaline tissue. In health this pyrocatechin is elim- 
inated through the agency of the sympathetic ganglion 
cells; but in Addison's disease is converted into a poison 
in the circulation, and aids in producing the autointox- 
ication. 

This method of elimination by nervous action leads us 
to consider the effect of the sympathetic system upon the 
chromatophorous cells, which as in the chameleon, are 
under direct nervous control, and these cells yield an ex- 
cess of pigment of the malpigian layer, under certain 
condition of nervous disorder. 

Before the "bronzing" is distinctly noticeable, there 
are always other symptoms of more or less grave import : 
breathlessness on exertion, rapid feeble pulse, weak heart 
sounds, epigastric pain; later faintness, giddiness and a 
tendency to fall when rising suddenly. Loss of appetite, 
;v'tusea and probable* vomiting occurs, though the body 
weight is usually maintained. These symptoms are, in 
my opinion, due to poisoning by bodies (probably leu- 
comaines) the result of the destruction of red corpuscles 
and therefore is a form of autointoxication. These 
symptoms, either wholly or in part, occur as a result of 
any of the diseases to which the suprarenal is subject. 
viz. : tuberculosis with fibrocaseous and calcareous de- 
generation, cystic degeneration, fatty degeneration, sim- 
ple atrophy, chronic interstitial inflammation which may 
lead to atrophy, malignant disease including carcinoma 
and sarcoma, hemorrhagic extravasations and embolism. 
The same symptoms may result from any one of these 
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morbid states, and there is no distinctive symptom of any 

one. 

My notes on the case referred to are as follows : 

W. U. Age 55. Married. Farmer. Consulted me 

November 4th, 1903, complaining of great weakness, 

anorexia, slight swelling of feet, occasional abdominal 

pain. 

HISTORY. 

The patient stated that he had been ill for ten months, 
and all his symptoms were growing progressively worse. 

CONDITION ON EXAMINATION. 

Patient was found to be fairly well covered with fat. 
Pulse very soft and small. Heart sounds very faint. 
Mucous membranes pale. Sclerotics clear and white. 
Appetite fairly good. Tongue foul in center. The pain 
was not aggravated by taking food. No tenderness on 
pressure over epigastric. Inasmuch as patient had to 
catch an early train no blood examination was made, and 
while pulse somewhat contraindicated, the history and 
apparent symptoms caused me to make a hurried provis- 
ional diagnosis of pernicious anemia. A course of arsenic, 
iron and bone marrow was directed and patient instructed 
to call again in two weeks. 

Did not see him again until February 28, 1904. Con- 
dition practically unchanged. Gain of five pounds in 
weight. Intermittent diarrhea. 

As patient was hurriedly passing through the city, and 
was seen at station, no blood examination was made at 
this time. He was directed to take digitalis, additional 
to other treatment, as the swelling of feet continued, 
although there was no puffiness of eyelids even though 
he had taken large doses of arsenic for four months, with 
monthly intermissions of one week each. 



226 A Case of Addison's Disease. 

Three weeks later he reported at my office prepared to 
remain under observation for a week. 

His condition at that time, March 20th, was as fol- 
lows: Body weight maintained; pulse 92, very weak; 
heart sounds faint; appetite capricious; epigastric pain; 
diarrhea; feet swollen; sclerotics clear; mucous mem- 
branes, pale; dark lines at juncture of mucous membrane 
of lips with skin; several da^'k spots on tongue; skin, 
wherever exposed, decidedly pigmented ; linea alba, scrc>- 
tum and nipples very dark, lunulae of fingernails and 
the palms of hands very pale, but with dark lines in 
creases of palms. 

Chemical analysis showed no free HCl in stomach, 
which might indicate cancer, but no tumor was made out, 
or special tenderness elicited, by pressure over region of 
pain 

Uranalysis negative, special search revealed no bile, to 
account for pigmentation. 

Blood examination showed 3,500,000 reds; hemoglo- 
bin 75 per cent. Poikilocytes present but no nucleated 
reds. Hemophilia was present to the extent, that when 
the ear lobe was punctured it was half hour before bleed- 
ing ceased. 

DIAGNOSIS. 

A diagnosis of Addison's disease was made. 

TREATMENT AND SUBSEQUENT PROGRESS OE CASE. 

Owing to a recent disappointment, in its use in a sim-. 
ilar case, no suprarenal preparation was used. Strych- 
nine was ordered, in addition to previous treatment. 

Patient reported monthly for four months. No im- 
provement. Progressive weakening. Anasarca more 
pronounced. 

August, 1904, prescribed superarenal, gr. 3 t.i.d., and 
sent i>atient home with instructions not to call again, un- 
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less he improved. I feared he would collapse during 
some of his railroad rides of fifty miles to see me. 

A month later, a letter from him stated that he was 
improving, and I advised him to continue his treatment. 
Two months later he came to see me, so bronzed that one 
would readily mistake him for a very dark mulatto, but 
physically improved. I ordered his suprerenal increased 
to gr. 5, which he continued to take until May, 1905.- 
During this time his skin discoloration did not perceptibly 
grow worse, but it certainly did not improve as his gen- 
eral condition did. 

Patient was able to resume his ordinary avocation of 
overlooking his farm work, and in May he declared him- 
self cured, although still almost as brown as a negro. 
Contrary to my earnest advice he discontinued treatment 
shortly afterward, and his business requiring, he fre- 
quently took long drives of thirty and forty miles across 
country. 

This he continued to do until August 15th, when he 
was caught in a heavy rain and drenched to the skin. 
He kept on his wet clothes until night and the following 
afternoon was attacked with faintness and was tmcon- 
scious for several hours. A nearby physician accom- 
panied him, a distance of forty-five miles, to my office 
the next day. Although accompanied by this physician, 
his discoloration yv^as so pronounced that the quarantine 
officer supposing he had yellow fever, refused to allow 
him to proceed, until he got telegraphic communication 
with me. 

I found him practically in a state of collapse, requiring 
the injection of heroic doses of strychnine. His anemic 
paleness had disappeared. Urine contained acetone. 
Temperature, subnormal ; intermittent profuse bromidro- 
sis; frequent epileptiform convulsions. Died August 
r7th. 
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POST-MORTEM. 

Only, a somewhat superficial post-mortem examination 
was allowed. The stomach was normal, the liver appar- 
ently SO, and both suprarenal glands completely atrophied. 

An examination of the various ganglia and branches, 
of the sympathetic system, liable to be involved, could 
not be made. 

' ' SPECIAL POINTS. 

The special points in this case were the freedom of the 
sclerotics and roots of nails from pigment. The dark 
lines at juncture of skin and mucous membrane of lips 
and in creases of palms. The hemophilia, acetonuria, the 
atrophy of the suprarenals, uncommon in persons of that 
age, and the decided improvement consequent upon the 
administration of suprarenal substance. 

One point is interesting and very important. It shows 
that in this disease, even when marked improvement takes 
place, the patient's life, owing to the abolished function 
of the suprarenal glands, is extremely precarious, and all 
patients who have greatly improved or apparently recov- 
ered should lead inactive lives. They should be warned 
that they are not cured, that the morbid conditions are 
still present and that any overexertion or undue expos- 
ure liable to depress the heart may be attended with 
grave danger. 

Concerning etiology, etc, I desire to give full credit 
to recent articles in the British Medical Journal, by By- 
rom Bramwell, M.D., and William Tibbies, F. R. C. P.; 
from- which I have extracted freely. 

DISCUSSION ON DR. LYI^E'S PAPER. 

Dr. C. L. Williams, of Columbus : I recall the case of 
a police officer who came to me for treatment. The case 
pursued the same course as that of Dr. Lyle's. I assured 
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his wife that he had an incurable disease, and probably 
would live two or three years. They continued him on the 
police force. Finally he was put into a wagon, as he was 
so weak that he could not perform the duties of a police 
officer, and fell into the hands of another physician for a 
short time, who said the case was curable; that he had 
been in this condition himself. He gave the man calomel 
and other medicines, with some little improvement, as the 
man thought, but when I saw him on the street occasion- 
ally he was gradually becoming more bronze in appear- 
ance, and he lived about three years and died in collapse, 
having been perfectly worn out. 

Dr. E. B. Block, of Atlanta: I have been very much 
interested in Dr. Lyle's paper. It is worthy of careful 
study. I wish to say that lesions have not been found in 
the suprarenal glands in all cases of Addison's disease. 
We know that the sympathetic nervous system has a de- 
cided influence over the pigmentation of the skin, and in 
many cases of Addison's disease lesions have been found 
in the semilunar ganglia. 

I have personally observed a case of pigmentation of 
the skin confined strictly to the distribution of the cervi- 
cal sympathetic, that is, taking in exactly one-half of the 
face, upper portion of the chest on one side and the right 
arm. This was confined to the exact distribution of the 
cervical S)anpathetic, and I believe the sympathetic ner- 
vous system has a decided control over pigmentation. It 
is probable that the disease of the semilunar ganglia has 
had its effect upon Addison's disease by influence upon 
the suprarenal gland. Everybody is uniform in the be- 
lief that the suprarenal glands are associated intimately 
with Addison's disease. A very common lesion of the 
suprarenals is tuberculosis, of which I have seen several 
cases. 
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The first case, to my knowledge, that was treated with 
the suprarenal substance was one I treated in 1895. I 
made glycerine extract from a pig's adrenal glands and 
g^ve it to a young woman, twenty-one years of age, but 
she died in about three weeks after this treatment was 
begun. There was really no improvement from the ad- 
ministration of suprarenal gland. 

Since suprarenalin has been put on the market I have 
seen several cases that were treated by the refined prod- 
ucts, without any apparent benefit. Of course, the stimu- 
lating effect of adrenalin is of some value, as it tends to 
overcome the extreme asthenia, which is the most marked 
symptom of this disease. 



AN UNUSUAL C0MPLICATI05l FOLLOWING 
TYPHOID FEVER; REPORT OF CASE. 



By J. E. SOMMERFIELD, M.D., Atlanta. 



Abscess of the liver is seen only occasionally in this 
section of the country, but when occurring as a com- 
plication of typhoid fever, it is exceedingly rare, and for 
that reason I am sure that the report of the following 
case will be of interest to the members of this Associa- 
tion. 

A. S., male, white, age thirty-nine; family history: 
Both parents living and in good health; two of his 
brothers have had severe attacks of typhoid fever in re- 
cent years. Personal history : He has always enjoyed the 
best of health until eight years ago, when he had a chronic 
diarrhea of such severity that he was unable to attend 
to his business for nearly three years. During the past 
five years, however, his health has been good and he has 
experienced no bowel trouble. 

He was first seen on August 20, 1905, when he felt 
badly for at least two weeks, although he did not take 
to his bed. On examination, the following symptoms 
were noted : 

Temperature, 102.8° F. ; pulse, 94; headache, tongue 
dry and furred, a slight cough, abdomen somewhat tym- 
panitic, tenderness in the right iliac region, five or six 
rose-colored spots on the abdomen, constipation. Diag- 
nosis, typhoid fever. 

(231) 
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To confirm the diagnosis, Russo's test was used. This 
test has been suggested as a substitute for Ehrlich's diazo 
reaction. It is much simpler and seems to be equally re- 
liable. As it may be unfamiliar to some of you, a de- 
scription of the test may not be out of place here. 

In typhoid fever it affords more information than the 
diazo test, as it indicates the exact phase of the disease. 
The reagent used is a i-iooo aqueous solution of methy- 
lene blue. To a drachm of urine in a test tube, add four 
drops of the methylene blue solution, and if the reaction 
is positive, the fluid turns to a mint or emerald green 
color. A light green or bluish green represents a nega- 
tive reaction.. This reaction can be seen as early as the 
second or third day of the disease. As the fever reaches 
its height the dark green color becomes more marked,, 
gradually turning to a light green, and finally a blue as 
convalescence is established or the emerald color persists 
until death. The reaction was positive in eleven out of 
twelve cases seen by me. 

To return to the patient. On the twentieth day of 
treatment, the temperature returned to the normal and 
remained so for six days, when a relapse occurred which 
lasted two weeks. Just about this time he complained 
of a dull pain in the region of the liver, but a careful ex- 
amination showed no enlargement. In the course of four 
or five days, the pain became quite intense, the tempera- 
.ture was normal each morning, but at night rose to 103,. 
followed by a profuse perspiration. Gradually an en- 
largement of the liver was noticed with a marked bulging^ 
of the intercostal spaces. Abscess of the liver was diag- 
nosed and Dr. H. F. Harris called in consultation and 
the diagnosis confirmed by him. On aspiration pus was 
found. It was examined microscopically by Dr. Harris 
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but with a negative result. Immediate operation was 
advised and on the following day Dr. F. W. McRae made 
an incision in the ninth intercostal space and a large quan- 
tity of pus was evacuated. No rib resected. The cavity 
was not irrigated, but large drainage tubes inserted. For 
several days the patient was in a critical condition, then 
rallied, and in a short time made a complete recovery. 
At the present time he is in the best of health and weighs 
more than ever before. 

16 mt 



IS THERE A CONTINUED FEVER OTHER THAN 
MALARIAL OR TYPHOID? 



By J. W. PALMER, M.D., Ailey. 



So much has been said and written on this subject, no 
doubt a great many of you feel that it is threadbare ; but 
the fact is, the last word has not been said, nor will be for 
some time. 

I have nothing new to add to the subject,- and will not 
speak of it from a pathological or etiological standpoint, 
but from a bedside study. 

The Georgia State Board of Health, having decided to 
locate a station in the southern part of the State to in- 
vestigate and see if they could discover what this third 
fever was, and I, having an iniusual amount of ccntinued 
fever in my practice for the past eight months, have felt 
that I might provoke a discussion of the subject, if nothing 
more. 

jriwt is fezrrf We mean by fever an abnormal eleva- 
tion of the temperature of the body with more or less pro- 
nounced functional derangement of all the organs of the 
body, lasting for some time, or repeated at certain inter- 
vals, and not produced by external heat or violent muscu- 
lar exercise. This abnormal elevation of temperature is 
supposed to be caused either by direct action of micro- 
organisms upon the nervous centers, to which they are 
carried by the blood, or by the action of a poison, which 
they develop in the body. Wood claims that the inhibi- 
tor}- center is so depressed and benumbed by these or- 

(-^34) 
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ganisms that it does not exert its normal influence upon 
the system, and, consequently, tissue change goes on at a 
rate which results in more heat than normal ; at the same 
time, the vasomotor and other heat dissipaticci centers 
are so benumbed by them that they are not called into ac- 
tion by their normal stimulus. 

Fever is classified as continued, remittent and intermit- 
tent, according to the character of the temperature range 
in either case. 

Now, in regard to there being a continued fever other 
than typhoid or malarial, I don't believe there is. My 
knowledge of the subject, based on my experience with 
continued fever, and from what I have read on the sub- 
ject, forces me to represent the negative side of the ques- 
tion. 

Since last June I have tabulated only forty-eight cases 
of continued fever, of which thirty-six were typhoid and 
the remainder were malarial. I kept close tab with all 
these cases, and not in a single instance did I not satisfy 
myself as to the fact that it was typhoid or malarial, and 
not a new fever. 

From a clinical standpoint, I believe all these questioned 
cases of continued fever are a variety of mild, uncompli- 
cated cases of typhoid fever, except occasionally it is ma- 
larial. I live near malarial districts, and I have no- 
ticed that this continued fever seldom occurs much in lo- 
calities where remittent fever prevails. In my tabulated 
typhoid cases there were a few families through which the 
fever went, and scarcely any of the members escaped. 
Some members of these families had typical cases of ty- 
phoid, while the majority had mild atypical cases, afford- 
ing me a good opportunity to study these atypical cases of 
typhoid, which I could exclude from malarial or some un- 
known continued fever. 
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I will mention a few of these cases of atypical typhoid 
that occurred in families where some of the members of 
the family preceded them with malignant cases of typhoid. 

Case No, i. — Boy/ twelve years old, white, had a con- 
tinued fever for twenty-three days, ranging from lOO tr? 
I03j^ degrees, with no symptoms whatever of typhoid 
fever, except the rose-colored spots on the abdomen. Had 
I seen this boy first in the family, and those rose-colored 
spots absent, I would have been inclined to call it malarial, 
or this unknown fever. 

Case No, 2, — White, age fifty years, female; ran tem- 
perature from 100 to 102^ degrees for only fourteen 
days, but seemed very sick during this period, and espe- 
cially suffered from severe pain in hepatic region; had 
no symptoms of typhoid, other than continued fever. Qui- 
nine had no effect, and malarial Plasmodium in the blood 
was found wanting. Had I seen this case elsewhere I 
would not have called it typhoid fever. 

Case No, 3. — ^Colored boy, age sixteen years; came 
to my office apparently very sick to be out ; had tempera- 
ture loij^ degrees, feeble pulse and a severe bronchial 
cough. I could not tell at that time whether he had con- 
sumption, malarial or typhoid fever, but, giving a history 
of being sick only ten days, and having a sister who had 
been down for two months with fever, I placed him on 
typhoid treatment. This boy never went to bed, but in 
ten more days was able to do light work. I later treated 
four more members of the family for typhoid fever. Had 
it not been for the typhoid history in the family, I would 
have never known for certain that this boy had typhoid 
fever. 

I could report several more cases similar to these, but 
will report a few cases that occurred sporadically that 
were proved typhoid by complications. 
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Case No- 4. — Woman, white, age twenty-five years, 
married, had two children. Had smallpox eighteen 
months prior; had convulsions at birth of last child, ten 
months ago. Also had psoriasis. When I saw her she 
had continued fever, with no symptoms of typhoid what- 
ever; temperature ranging from 100 to 102 degrees. Her 
symptoms were so mild I could not keep her in bed. On 
the twentieth day she began to have intestinal hemor- 
rhages, and continued until the twenty-third day, when 
she died. 

Case No. 5. — Colored man, age twenty-five years ; 
came to my office with continued fever, and other symp- 
toms of malarial. Other members of the family had done 
likewise, and, with malarial treatment, fever had yielded 
in few days. I placed this case on similar treatment and 
told him to go to bed, and if not better in few days to send 
for me. I heard nothing more, until eight days later he 
returned to my office, saying he was better, but not well. 
I then saw he had something more than malarial, and told 
him to stay in bed, and I saw him every day for a week, 
at the end of which, during my absence, he had a fatal 
intestinal hemorrhage. This case never showed any symp- 
toms of typhoid, only by exclusion, as quinine had no 
effect, and I could not find any malarial plasmodium in the 
blood. 

Case No. 6. — Woman, white, married, age twenty- 
two years, one child ; had a continued fever for twenty- 
eight days, with temperature ranging from' loi to 103 
degrees, with no symptoms of typhoid. I was treating 
this case for autumnal malarial, as it is claimed that qui- 
nine has no effect on this form of malarial, and it is 
usually very difficult to find the malaria plasmodium in 
the blood. After the twenty-eighth day this case began to 
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have repeated, profuse intestinal hemorrhages for three 
(lays, after which she made an uneventful recovery. 

I could report other similar cases, but this sufficeth to 
show had it not been for the previous history in the first 
cases, and the typhoid complications in the last, I would 
never have felt fully satisfied as to the kind of fever I was 
(baling with, but would have been inclined to believe it 
malarial, or this unknown third feirr in question. Hence, 
this leads me to believe that all these cases thought to be a 
third fever, when brought down to a correct diagnosis, 
will be proven typhoid. These last cases I reported should 
also impress us with the importance of having all sus- 
pected cases of typhoid to go to bed at once, because I 
believe had these cases staid in bed from beginning of 
fever they would now be living. 

When this continued fever long ago was called typno- 
malarial, it was thought they then had a third fever, and 
even now, when we are doubtful about our diagnosis, as 
a catch-all, we call it typho-malarial, so whichever one it 
turns out to be, we will say that element predominated, 
and make ourselves safe. There is no such fever as a com- 
bination of typhoid and malarial. Professor Osier claims 
the only way to have both of these fevers at the sime time 
is, while suffering with malarial you may at the same time 
have the typhoid bacilli in your system, which may begin 
to develop typhoid while you still have some malarial; 
that they are two distinct germs, one bearing no relation 
to the other whatever, and there is no such thing as these 
germs uniting and producing a third fever know^n as ty- 
pho-malarial. There is no such disease as typho-malarial 
fever, because the cases called typho-malarial are nothing 
but simple uncomplicated cases of typhoid fever of a mild 
form; they are only a clinical variety of typhoid fever, 
because it must be remembered that uncomplicated ty- 
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phoid often presents a decidedly remittent character at 
the outset of the attack. The non-recognition of this fact 
leads to frequent mistakes in diagnosis, and that many- 
cases of simple typhoid, and especially its mild cases, are 
imperfectly classified under the headings, malarial, typho- 
malarial and remittent fever. In these cases we usually 
make our diagnosis at an early period in the progress of 
the disease, before the distinctive characters of typhoid 
fever have been developed, and at a time when the fever 
is very often remittent in its character. 

We find in the first medical volume of the Medical and 
Surgical History of the War of Rebellion that continued 
fever was changed to typho-malarial, and later the Board 
of Medical Officers recommended change in nomenclature 
from typho-malarial to typhoid. 

Professor Osier, in one cf his New York addresses, in 
speaking of the third fever, where in New York they 
called it malarial to keep from speaking of it as typhoid 
fever, he called it Nezij York malarial^ which is one of his 
synonyms of typhoid. 

Dr. Wood, in his 'Tractice of Medicine" (ninth edi- 
tion), says: **In some instances typhoid fever presents 
no other symptoms than those of moderate fever. The 
tongue remains soft, moist and whitish throughout; there 
is no vomiting, no considerable nervous disorder, no great 
prostration ; in fine, none of these peculiar symptoms com- 
monly dominated typhoid. The disease runs its course 
in two or three weeks, sometimes in even less time, and 
then subsides spontaneously, leaving no unpleasant ef- 
fects." 

This fever occurs mostly in autumn and winter months, 
and can be traced usually to unsanitary conditions. All 
the fatal cases of this class, where post-mortems were held, 
were found to be typhoid fever. Where remittent and 
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intermittent fevers are prevalent you don't find much of 
this type of fever, hence this all goes to prove there is no 
third fever. 

In handling these cases of continued fever, we should 
be very careful to make a correct diagnosis. Before we en- 
tertain the idea of a nezu fever, we must use all means and 
methods at our disposal to exclude malarial and typhoid, 
and especially typhoid. To exclude malarial, first cin- 
chonize our patient ; second, make microscopical examina- 
tions of the blood in search of the malarial plasmodiuni, 
and, if results negative, you may feel safe in excluding 
malarial, unless it might be the autumnal malarial, and 
you may further exclude by trying the typhoid test, which, 
if affirmed, certainly excludes malarial. As soon as we 
have excluded malarial, and doubt typhoid fever, we 
should at once send Dr. Harris, of Atlanta, a specimen of 
blood, requesting him to wire us the results. The best 
means of examining the blood at home is with an appa- 
ratus gotten out by Parke-Davis & Co. called aggluto- 
meter. I consider it a very safe and reliable test, and 
recommend it to all those who have not tried it. There is 
full directions with it, which is too lengthy to mention 
here. 

I think that is one of the wisest movements of the State 
Health Board, when they suggested a laboratory sta- 
tioned in Southwest Georgia to investigate this continued 
fever. It is the duty of the doctors of the State to urge 
its establishment at once. I believe it will help to settle 
this question of a third fever, and cause more of us to 
make a correct diagnosis of typhoid fever. 

In short, I say when quinine will have no effect on this 
fever and you can't find any malarial "bugs" in the blood, 
it should be treated as a case of typhoid fever, and we 
should continue to do this until those who maintain the 
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existence of a distinct form of continued fever discover 
its cause, define its character and give to it a specific name. 
If, as some may claim, there is a form of continued 
fever widely prevalent, which is influenced by the same 
predisposing causes, but is distinct from typhoid or mala- 
rial fever, the burden of proof is upon them, and we should 
never accept it until proven. 

DISCUSSION ON DRS. SOMMERFIELD^S AND PALMHr'S 
PAPERS. 

Dr. H. McHatton, of Macon: The question of a so- 
called simple continued fever has been up before this As- 
sociation in various disguises since I became a member 
twenty-three years ago. I want to agree absolutely with 
the paper that has been read. I have spent much time in 
trying to find a simple continued fever. When we have a 
patient who is not malarial, where we do not have any 
tubercular condition that would cause it, where it is not 
caused by syphilis, you may make up your mind that in 
this country it is typhoid fever. I talked over this ques- 
tion with Dr. Welch twenty years ago, because the older 
practitioners claimed that there was a simple continued 
fever which was neither malarial nor typhoid. Dr. Welch 
asked me for some pathological specimens in order to 
make an investigation. I was never able to get .such 
specimens. When the patients began to get worse the 
symptoms were those of typhoid. Patients with this sim- 
ple continued fever rarely or never die. Let us take a 
group of cases I had some ten or twelve years ago. One 
case lasted ten days, one lasted fourteen or fifteen days, 
one lasted about three months, while another one died 
at about the eighth week. Either one of three or four of 
these cases would have been taken for a simple continued 
fever. We have a practitioner in Macon who recognized 
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a case as one of simple continued fever last summer and 
treated the case as such for four weeks, after which the 
case was turned over to me. The patient had two dis- 
tinct relapses with hemorrhage before he got through. 
If. we go on with these cases of simple continued fever, 
the first thing we have is a hemorrhage or something that 
is absolutely pathognomonic of a typhoid condition. So 
far as we are able to discover any proof, I think we can 
safely say that we have no such thing as a simple contin- 
ued fever. The sooner we recognize this, and the sooner 
we treat the patient as a typhoid fever patient, the more 
will we lessen the mortality from typhoid fever in this 
State. 

Dr. J. D. Herrman, of Eastman : I treated a young Ger- 
man two years ago for a supposed case of continued fever. 
It was an uncomplicated case. He recovered in about 
three weeks. Four months afterwards he developed an 
abscess on the outer aspect of the thigh. He was oper- 
ated on by myself, and I found on making an incision that 
he had necrosed bone. I did the usual operation. He re- 
covered in time, and in six months thereafter developed 
the same affection. He was then sent to Atlanta, where 
he was operated on by Dr. Nicolson. His recovery was 
prompt. Six months afterwards a similar abscess ap- 
peared, and he became very much discouraged. He went 
to Europe, and while there consulted two or three physi- 
cians, one of whom lived in Vienna. He was carried to 
one of the hospitals in Vienna and operated on. His 
brother wrote me a letter, asking whether he had ever 
had typhoid fever. I told him that he had a fever which 
lasted three or four weeks ; that I could not pronounce it 
typhoid fever at that time. They were unable to find the 
typhoid bacillus in the cancellated tissue of the bone. 11*^ 
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recovered from the operation and is now well, so far as 
I know. 

Dr. W. S. Kendrick, of Atlanta : With the experience 
I have had as a teacher of this disease and clinically at 
the bedside, I agree with the author of the paper and with 
the remarks made by Dr. McHatton. I do not believe, 
outside of thermic fevers, that there are but two great 
divisions of fevers, and those divisions are the ones that 
have been mentioned, malarial fever and typhoid. Th( 
typhoid can be determined by the diagnostic symptoms o. 
enlargment of the spleen, the rose-colored spots, the gra- 
dations of fever, its ascent and descent, as a rule. Of 
course, there are many exceptions. Whatever course they 
pursue, I believe these so-called continued fevers are prac- 
tically all of them typhoid. We have to differentiate be- 
tween, malarial fever and typhoid fever, and, as a rule, 
the diagnosis can be made in these cases without very 
great difficulty. One of the greatest difficulties in ar- 
riving at a correct diagnosis in regard to typhoid fever 
as compared with any other disease is to differentiate it, 
for instance, from acute miliary tuberculosis, as they run 
parallel with each other. Miliary tuberculosis, however, 
is almost universally fatal. The symptoms, the clinical 
evidence, the appearance of the patient, in a large meas- 
ure are exactly the same as in typhoid fever, and there 
is no question in my mind but that many of us have lost 
cases from acute miliary tuberculosis which were diag- 
nosed by us as cases of typhoid fever. We have intestinal 
hemorrhage and other symptoms which are similar to 
those seen in some cases of typhoid. As has been ex- 
pressed by the author of the paper and by Dr. McHat- 
ton, there are many grades of typhoid fever. Some cases 
terminate in ten or twelve days in resolution. Instead of 
having intestinal ulceration and sloughing, we have reso- 
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lution taking place at a certain time, and consequently the 
patient is getting well. At that time those who advocate 
the eliminative treatment say that they are able to cure 
the disease inside of eight or ten days, but I think those 
are the cases that get well practically without any treat- 
ment. They reach the point in ten or twelve days in 
which ulceration or necrosis and ulceration would not take 
place, and consequently we have early recovery. If they 
did take place, they would do so in Peyer's patches to a 
small degree. I believe all of these cases, if they are not 
malarial, in which recovery takes place, in which we have 
a subsidence of the acute febrile condition, even at the end 
of ten, twelve or fourteen days, are mild cases of typhoid 
fever in which intestinal ulceration does not take place, 
or if it take place it does so to a limited degree. I believe 
and have always believed, from the pathology of the dis- 
ease and from the general symptoms, that typhoid fever, 
like acute lobar pneumonia, if not taken within the first 
twenty-four or forty-eight hours of its incipiency, can 
not be cut short a single day by any kind of treatment. 

Dr. C. M. Curtis, of College Park: I hay e enjoyed 
this discussion on typhoid and malarial fevers very much, 
and I want to endorse every word that has been said in 
regard to those diseases, with the possible exception that 
I may have misunderstood Dr. Kendrick when he said 
that there are many different varieties of typhoid fever. 

Dr. Kendrick: I think I said there is a great deal of 
difference in the grade of fever in these cases. 

Dr. E. C. Thrash, of Atlanta : After hearing Dr. Som- 
merfield's paper, it reminded me of a case I saw in consul- 
tation not long ago. The patient was a child, ten years of 
age, whose elder brother had a long attack of typhoid 
fever, who was stricken down and had apparently a sim- 
ple form of fever for some three or four weeks, when a 
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general periostitis set up. We first made an incision over 
tlie clavicle and let out quite a quantity of pus, then there 
were two incisions made along the radius and a good 
deal of pus was let out from there, and later on three in- 
cisions around the knee were made and two or three in- 
cisions up and down the tibia. I suppose there. was a 
quart of pus removed from various parts of the body as 
the result of a general suppurative periostitis. Acute 
osteomyelitis was set up in the forearm and the bone was 
dead for about four inches, which finally sloughed out. 
We could not do a radical operation at this time on ac- 
count of the lowered vitality of the child. A complete 
solution of continuity of the tibia took place three or four 
inches below the knee from this acute osteomyelitis. We 
made an incision around the knee of all tissue that was 
not already necrosed, and depended upon these incisions 
to let out the pus. Clamps were applied and the wounds 
were dressed very rapidly under gas anesthesia. The 
child was left in this condition until it could recuperate, 
so that an amputation could be made. The necrosis 
around this joint continued. We treated the case week 
after week, and finally the child got into a condition so 
that the necrosed bone could be removed from the arm, 
and later on we amputated the leg at the lower third, and 
apparently got along fairly well, but there was some in- 
fection of the bone higher up than we had amputated, and 
later we made a resection of the bone above the site of 
amputation. We removed something like four or five 
inches of bone of the forearm, and amputated the leg a 
third time. The child has now made a complete recovery, 
is perfectly strong, and has gained twenty or thirty 
pounds in the last twelve months. 

Dr. Louis H. Jones, of Atlanta: If I did not misun- 
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derstand Dr. Kendrick, he considered typhoid fever Hke 
acute lobar pneumonia, as not capable of being aborted 
unless it was nipped in the bud in the first twenty- four 
hours. How will you abort it at all? 

Dr. Kendrick : I had reference to pneumonia. Not to 
typhoid fever. 

Dr. J. W. Duncan, of Atlanta: I enjoyed this paper 
very much. It is a fine paper. It is timely. For several 
years there has been quite a difference of opinion about 
typhoid fever. Six years ago this month I attended the 
State Medical Association of Tennessee, when this ques- 
tion came up there and Dr. Cowan, whom many of you 
know, a very excellent man in Tennessee, asserted on the 
floor that he had not seen a case of typhoid fever for 
twenty-six years, when every member in the Association 
had been treating more or less typhoid fever. Cases of 
typhoid fever in the mountains of Western North Caro- 
lina and East Tennessee are different from what they 
are in South Georgia, There is a difference in type, a 
difference in severity. A large majority of them will 
be delirious up there a part of the time during the course 
of typhoid fever, whereas farther south the disease runs 
a milder course, as a rule. You may have some intestinal 
lesions, hemorrhage, but the severity of the attack and 
the amount of delirium are not present as much as they 
are in the mountainous country. It may be in conse- 
quence of a different condition of the blood, as many of 
them succumb to the disease who have been delirious for 
two or three weeks. 

As regards aborting the disease by eliminative and 
antiseptic treatment, w^e do not know whether that can 
be done or not. Many of us doubt it. 

As regards lobar pneumonia, I believe there is an abor- 
tive form of that affection which under careful manage- 
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ment will subside in three or four clays. We know thai. 
We have seen these cases. We have seen them with all 
the typical signs of pneumonia, with the brickdust sputum, 
and the temperature drops to normal on the fourth or 
fifth day. Our text-books, however, do not claim from 
the history of these cases that they can be aborted by 
treatment. Typhoid fever may be better in ten days, in 
two weeks, sometimes three weeks, but it is typhoid fever 
<ill the same, and I agree with the author of the paper in 
that respect. 

A Member : I would like to ask Dr. Kendrick to de- 
scribe his method of aborting pneumonia in twenty-four 
hours. 

Dr. Kendrick : It is claimed by the givers of veratrum 
that pneumonia can be aborted in twenty-four hours by 
this drug, and by venesection. Personally, I have not 
given three doses of veratrum in my professional life. I 
do not believe pneumonia can be aborted under any cir- 
cumstances. When I have a case of pneumonia that I 
can not abort, I never institute any treatment along that 
line. I simply mentioned this in discussing the subject, 
that I do not believe, as a rule, there is any abortive 
treatment of pneumonia, except that free venesection may 
possibly in the first stage of pneumonia approach the idea 
of aborting it, but I have had no experience along that 
line, and I institute no treatment whatever with a view to 
attempting to abort pneumonia. 

Dr. T. J. McArthur, of Cordele: I have been much 
interested in this discussion, and I agree in great part 
with the author of the paper and what has been said by 
the discussers, yet I believe some of the remarks in both 
the paper and the discussion have been extreme. When 
I practiced medicine in Southwest Georgia for a few 
years I occupied the position of saying that we had very 
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liltle typhoid fever there. I began to realize that we had 
fevers there which were not recognized always as typhoid 
fever. I repeat that I believe that the remarks that all 
continued fevers there or anywhere else are either typhoid 
or malarial is an extreme position. I believe that we have 
malarial fever in the beginning, and especially in chronic 
malaria that clogs up the system, so to speak. We have 
full metabolism going on, but the functions of all the 
organs are interfered with or made sluggish, and as a 
consequence effete material is retained within the system 
after the malarial organism has been destroyed, and that 
the retention of this effete material in the system fre- 
quently produces an irritation that causes a fever which 
is termed by the laity in that section of the country a 
slow fever. I believe frequently we have fevers that are 
typhoid that are termed a slow fever by the laity. It is 
an extreme position to say that all continued fevers there 
are typhoid or malarial fever. If you say that the trouble 
originated as typhoid or malarial fever, I might agree 
with you, but I believe we frequently have malarial fever, 
and especially chronic malarial fever, where the material 
elements in the system are disturbed, supposedly by the 
malarial infection which remains producing a low grade 
of fever. 

We have mild cases of typhoid fever in South Georgia, 
and I may say in malarial districts. As to why we have 
it, I do not know. I am inclined to think that in the last 
two or three years probably nearly all of our people who 
live in malarial districts have had at some time their 
systems charged with malaria. Nature in her efforts to 
fortify the system against the infection of the poison 
forms toxins to combat that poison, and in doing so prob- 
ably the typhoid germs in the system are made less viru- 
lent. It holds them down to some extent. It is either 
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that or the conditions there make the germs less virulent. 
I am incHned to think that a good deal of it is due to the 
condition of the blood itself. The eflort of nature is al- 
ways to fortify the system against destruction by the mala- 
rial parasite. It fortifies itself against the infection of the 
typhoid bacillus. 

While I was very much interested in the paper and the 
discussion, I rose particularly to say that some of the 
remarks that were made were extreme. 

Dr. St. J. B. Graham, of Savannah: Unfortunately, 
most of our text-books on malaria are written by men who 
reside north of Mason and Dixon's line, and outside of 
the w^ork of Italians we do not get any idea from our text- 
books of the real malaria that we see south of Augusta 
and even in Augusta. 

As regards malaria being produced by a protozoon, an 
Minimal organism, and typhoid fever by a vegetable or- 
ganism, it is impossible to have such a thing as a hybrid 
disease, because animals and vegetables would not mix. 
It has been well shown by the records of the United 
States army during the time of the invasion of Cuba that 
typhoid fever and malarial fever existed in fifty per cent, 
of the cases together. It was not typho-malarial, but it 
was malarial fever and typhoid fever at the same time, be- 
cause one differs from the other. In malaria the organ- 
ism is usually found in the blood. It appears in the blood 
at some time, but not at all times, as is well-known, be- 
cause we may have a pronounced case of malarial fever 
without the organism appearing in the blood, but by 
puncturing the spleen we can obtain the organism. It 
stays in there; it seeks dark recesses in which to live, to 
germinate, and sporulate. 

As to whether this protozoan organism produces a toxin 
or not, nobody knows to-day, because we know that all 

17 mt 
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vital organisms produce a toxin, and patients die not 
from the germs themselves, but from the toxin produced 
by the living germs from human organism. Furthermore, 
gentlemen, I believe that there is not only a third fever, 
but there are many others. It is well-known that the 
malarial organism was not discovered until 1885. Pre- 
vious to that time it was an unknow^n entity. The germ 
of typhoid fever was not discovered by Eberth until 
1882. 

In 1900 I read a preliminary paper before this Society. 
For nine years I carried on researches along this line, 
and used all of the precautions known to science to-day. 
For seven years I have a record of half a thousand cases 
of this so-called third fever, or disease, taken from the 
hospitals and military forces in Savannah, Georgia. Those 
are all pertinent cases, and I went into them both from a 
bacteriological and biological standpoint. Last summer 
I had the good fortune to get three men who had noth- 
ing else to do who were willing for a consideration to 
undergo this ordeal. These three men were confined in 
a sealed room for five days. The windows and doors 
were barred. There was a doorkeeper at the door, so that 
nobody was allowed to go in or out of the room unless 
under orders. These men were confined in the room for 
eight days. An examination of their blood was made, 
an examination of the urine was made, and there was no 
diazo-reaction. There were no malarial organisms in the 
peripheral blood. One man received a hypodermic in- 
jection from a tube culture; one received it by spray in 
the nose ; another drank it. All three men went through 
a short fever until they got well. They did not get any 
quinine or abortive treatment of typhoid fever. They got 
simply brewers' yeast, from which they recovered. I have 
a record of over fifty cases of this third fever treated by 
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nothing but brewers' yeast, and it gets well in twenty-one 
days. These cases do not come to post-mortem. In this 
third disease you will find no malarial organisms in the 
blood, no malarial organisms by puncture of the spleen! 
You find no Widal's reaction; you find no diazo-reac- 
tion in the urine. What are you going to do about it ? 

Dr. R. R. Kime, of Atlanta: Those who have prac- 
ticed medicine in the different sections of the country, 
and those who have practiced in rural sections in their 
early development, have seen many cases of malaria de- 
velop, but as the country became more thickly settled, 
and the ponds were drained and mosquitoes destroyed, 
there was less malaria, but, on the other hand, an increase 
of typhoid fever. When you crowd people together you 
will have an increased number of cases of typhoid fever, 
on the one hand, and a decrease in the number of cases 
of malaria, on the other, particularly in country districts, 
as infection from one patient to another becomes more 
common. 

Dr. Palmer (in closing) : My paper was not based on 
any pathological or bacteriological researches, but it was 
simply a clinical bedside study, and I thank you very much 
for your discussion. 



NEPHRITIS— ITS TREATMENT. 



By a. p. HANIE, M.D., Habtwell. 



Synonym, Bright's disease. Aetius in the fourth, Avr- 
cenna in the elev^enth and Van Helmont in the last quar- 
ter of the sixteenth century attributed certain cases of 
dropsy to disease of the kidney, and although Cotunnius, 
1770, discovered that the urine of dropsical patients coag- 
ulated by heating, our first knowledge and insight into the 
true condition of non-suppurative diseases of the kidney 
dates from the memorial thesis of Richard Bright, pub- 
lished in 1827, and subsequently. Nevertheless, it is true 
that Wells (1806), Blackall (1813), Alison (1820), an- 
ticipated somewhat the observations of Dr. Bright. Their 
contributions were mere fragments of literature, and their 
reasoning in a large part erroneous. 

Shortly after the publication of Dr. Bright's observa- 
tions concerning the anatomical and pathological lesions, 
confirmation came from all quarters of the globe. Up to 
this time limited attention had been paid to the physiology 
and pathology of the kidney, and but little was known of 
its minute and microscopical anatomy. 

However, this stimulated interest and directed atten- 
tion to the study of this important organ, and it is inter- 
esting to note the wonderful progress made within a few 
years in histology, pathology and physiology of the kid- 
ney. Indeed, with such precision of knowledge and such 
accuracy of observation many of the statements made have 
withstood the searching inquiries of recent times. 

(252) 
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In this connection, I wish to state that the subject, Ne- 
phritis, is too extensive for one to discuss the entire sub- 
ject within the allotted time — therefore, I shall dwell upon 
the etiology and treatment of the disease. Nephritis is in- 
flammation of the kidneys involving the epithelium, vascu- 
lar and intratubular tissue, caused by or arising as a re- 
sult of overwork and the direct application of irritants 
to the kidney structure proper; to the effects of toxines 
upon the kidney structure in transit ; second, by affecting 
the nutritive value of the blood supplying the organ; 
third, by their poisonous effects upon the central nervous 
system, thereby interfering with the functional activity 
of the organ. These causes may act independently of each 
other, or they may act singularly or collectively. 

The toxic agencies that produce this degenerative 
change in the kidney are no doubt many. The exact 
chemical composition of these poisons we know but little ; 
however, by their clinical manifestations, they are re- 
vealed to us, and from the evidence at our disposal ; many 
of them are products of metabolism, such as xanthin and 
hypoxanthin poisons, that nominally are oxidized and 
excreted as a harmless product, uric acid. These circu- 
lating toxines not only produce changes in the kidney, but 
in all those organs that are supplied by end-arteries — the 
kidney, brain and retina. This explains the frequent in- 
volvement of these organs in Bright's disease. The fact 
that the retina and the brain are injured before the kid- 
ney, oftentimes with serious and fatal apoplectiform 
brain lesions and retinitis, bears out this conception and 
constitutes a valid argument against the common belief 
that the brain and retinal changes are secondary to that 
of nephritis. 
. Toxines, however, may be divided into two groups : 

I. Those toxines arising as products of tissue meta- 
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holism, exclusive of the influence of bacteria, and those 
produced by bacterial life. These are generated within 
the organism, and are known as endogenous toxines, and 
upon their influence depends the condition known as auto- 
intoxication. 

2. Toxic agents introduced from without, in the ordi- 
nary acceptance of the term — poisons, and are known as 
exogenous toxines, and when introduced into the organ- 
ism produce a condition similar to that referred to above, 
known as hetero-intoxication. 

In order to understand the action of these toxines upon 
the organism, it is necessary to consider the life of a uni- 
cellular being. The phenomena of nutrition is character- 
ized by four series of cellular action; two chemical and 
two physical. 

(i) A physical phenomenon, endosmosis, by which 
nutrition passes from without to the interior of the cell. 

(2) A chemical phenomenon, assimilation, the stor- 
ing up of force. 

(3) Another chemical phenomenon, disassimilation. 
The disengagement of accumulated energy. 

(4) A physical phenomenon, exosmosis, by which the 
useless and harmful matter is thrown out of the cell. In 
order that endosmosis and exosmosis may be produced, 
the nutritive substances must be in a state of solution. In 
physiology, as in chemistry, active manifestations can not 
take place unless the substances are dissolved. The same 
law is equally true in pathology of this condition. Tox- 
emia is possible only when these substances are soluble, 
01 in solution, in order that they may be absorbed or pene- 
tiated into the blood and interstitial fluids, and thereby 
modifying their chemical composition. Therefore, let us 
remember that toxines are substances which, when intro- 
duced into or formed within the organism, are capable of 
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disturbing, even more, of abolishing, the life of anatomi- 
cal elements by directly, or indirectly, modifying the li- 
quid medium containing them. This being true, let us 
understand that in every case of intoxication there is an 
alteration of the glands throughout the economy, espe- 
cially those charged with the destruction and elimination 
of poisons. That the liver, the kidney, the thyroid gland, 
the suprarenal capsules, and the skin, are more or less af- 
fected. We must conclude that all work together to pre- 
vent the destruction of the organism. The source of these 
bodies are twofold : The gastrointestinal tract and the 
proper tissue of the body. The most prolific source is a 
disordered bowel. There is no disease that remains local. 
The disordered digestion not only directly leads to the 
formation of putrefactive compounds in the gastro-intes- 
tinal tract, and the absorption into the blood and the nutri- 
tive tissues oif juices o-f a most irregular and highly toxic 
degenerate compounds of the albumins, fats and carbohy- 
drates of the food, but they also lead to hepatic insuffi- 
ciency, a disorder that is instrumental in causing a flood of 
poisons to circulate through the organism, thereby modify- 
ing the chemical composition of the blood, and influences 
the entire economy. It is not surprising to find that the 
liver cells are often impaired in their function when the 
gastro-intestinal tract is disordered ; for all of the poisons 
generated there are taken up by the capillaries of the por- 
tal circulation and are carried through an intricate laby- 
rinth of closely interwoven capillaries to the liver cells; 
for a time the latter may withstand the stream of toxic 
matter, and can properly exercise their disintoxicating 
function, but an overwhelming mass of putrefactive ma- 
terial, flooding them at one time, or small quantities of 
putrid excrement irritating them chronically, must needs 
impair their function and render them inadequate to pro- 
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tect the organism, as a whole, from bowel ix>isoning. 
When this occurs intestinal toxines filter through into the 
circulation beyond, exerting their deleterious effects upon 
the heart, the arteries and brain, and the groundwork of 
the eye as well as the entire organs. The change in the 
quantity and composition of the bile, moreover, reduces 
its germicidal power so that intestinal putrefaction is in- 
creased, or, at least, not checked ; constipation superveftes, 
1 ight disassimilation of the enteric contents is prevented ; 
the assimilation of fats is decreased, and consequently the 
general nutrition is disturbed. In this way a vicious circle 
is closed, and both in the bowel and in the tissues at large 
jM^isonous bodies continue to be formed that are capable 
of producing numerous disorders, among them many of 
the symptoms of Bright's disease. 

TREATMENT. 

Based upon the opinion that many cases of nephri- 
tis originate as a result of gastro-intestinal disorder 
and, by implication, hepatic insufficiency. And this 
is borne out by the experience and observation of every 
careful observer. We can do much for this victim by 
conservative treatment of the earlier stages of this dis- 
ease, should treatment be directed to correcting the 
disordered bowel and liver. I believe that in the ma- 
jority of cases early attention to the digestive tract will 
check the progress of the disease and not infrequently 
produce a restitution to the normal when the heart is con- 
siderably hypertrophied, and when the kidneys are al- 
ready showing evidences of nephritis. There are many 
cases of Bright's disease that we do not understan^d. These 
are probably due to some obscure perversion of meta- 
bolism. Of course these are more difficult to treat, as 
there is nothing tangible to attack, for who can intelli- 
gently combat a tissue anomaly that is hereditary in char- 
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:acter and in which a dark, nervous element manifestly 
plays a commanding role? However, when nephritis is 
-established, it is our duty to counteract the deleterious 
effects exercised upon the organism by the inadequacy of 
the renal functions. In the management of Bright's dis- 
ease it is our duty to first prevent intestinal putrefaction, 
to stimulate hepatic functions, and to prevent, as far as 
possible, obscure metabolic changes. To prevent putre- 
factive decomposition in the intestinal tract swarming 
with bacteria is by no means an easy task. No-r do any 
remedies that we have at our disposal act under such cir- 
cumstances. Therefore we must, by the administration of 
mercurial and saline purgatives, empty the gastro-intesti- 
Tial tract. Then, and not till then, is the administration of 
food or remedies advisable; after the digestive tract is- 
placed in the best possible condition, we should begin th( 
administration of our remedies. The sulpho-carbo-late 
•of zinc and the bile acids, while neither of these sub- 
stances constitute an intestinal antisq)tic, the administra- 
tion of either of these drugs will check, at least, the putre- 
factive decomposition of albumins, and as the albumins 
furnish the bulk of the most toxic intestinal bodies, much 
is thereby gained by their administration. If sufficient 
sulphoH-carbonate of zinc is given all putrefaction will 
stop. When this is accomplished, the urinary evidences 
of bowel putrefaction also disappear, as manifested by 
the reduction of the indican and the other aromatic uri- 
nary ingredients that appear when albumin putrefies in 
the gastro-intestinal tract. The administration of the bile 
acids is of value ; these bodies possess germicidal prop- 
erties, and greatly stimulate hepatic function, thereby di- 
rectly combatting the development of hepatic insufficiency 
and its consequences. 

After this end is accomplished, the patient should be 
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given a generous diet, allowing only those articles of food 
that are the least irritating to the kidney, and they should 
be in as condensed or concentrated form as possible, as 
liquids increase the action of the already overworked or- 
gan, and increase the arterial tension. When nephritis 
develops, the kidney at once stops the elimination of 
water. We see that liquids pass the parenchyma with 
difficulty, and to attempt to force it through is to irritate 
the organ, which should be kept at perfect rest if possible. 
It is true that in the late stage of interstitial nephritis poly- 
uria appears, but the urine contains few solids in solution, 
and there is practically nothing to eliminate. The ad- 
ministration of liquids is, of course, of no value to the 
organ, and is directly harmful to the overworked heart. 

A nephritic kidney fails to properly eliminate sodium 
chloride. The theory has been advanced that edema is 
produced by the presence of sodium chloride in the tis- 
sues; that by osmotic action liquids are drawn from the 
blood into the tissues and edema develops. By withdraw- 
ing the chlorides I have seen edemas rapidly disappear, 
and albuminuria often decreases. However, during the 
course of nephritis, if a patient suddenly increases weight, 
look for edema and effusion into the cavities, and, at least> 
withdraw the chloride from the foods for the time being. 
So far as nephritic manifestations are concerned, vasodi- 
lators are of much value. When the blood pressure is re- 
lieved albumin always decreases in the urine, and the 
epithelium regain their tone and functional activity is near 
the normal; as a valuable adjunct to this treatment, rest 
in a warm bed, hot baths, and a quiet life, away from the 
cares and worry of business, and in a dry, warm climate^ 
is the ideal form of treatment. I can not say too much 
in praise of judicial massage and rest in a warm bed, for 
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tliis certainly does dilate the superficial vessels, and the 
general arterial tension must necessarily fall. 

Static electricity in the treatment of Bright's disease, 
according to Professor Nuswanger's report, are phenom- 
enal. The manner in which the nervous system influences 
the secretion of the various organs by causing them to 
respond to the vibration caused by electric currents is quite 
plausible. I shall, therefore, quote in part what Nuswan- 
ger says in the chapter devoted to the treatment of chronic 
Bright's disease. Nephritis is a disease of central nervous 
impairment. The path by which impressions are conveyed 
to the kidney are the splanchnics and the spinal cord, 
and whenever this nervous tract is impaired the kidney 
function is affected. 

The other remedies indicated in the treatment of this 
disease are those that will hasten the oxidation of waste 
products. 

The result of decapsulation O'f the kidney is a com- 
plete failure, and has no place in the successful treatment 
of the disease. 

Static electricity is the logical remedy, because the evo- 
lution of oxygen always accompanying this modality no't 
only hastens the elimination of waste matter, but gives a 
better tone by its vibratory action to the nerve centers 
affected. Static electricity is a powerful eciualizer of the 
nervous forces, as is evidenced by its influence on the tem- 
perature, respiration and pulse. It will temporarily re- 
duce a high temperature, or it will elevate a low or sub- 
normal temperature. It will reduce a high pulse or raise 
a low pulse. 

You can also see the good effects of static electricity in 
the increased elimination of waste products, such as urea, 
CO2, sweat, etc. 

Take a patient suffering from poor circulation, having 
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cold feet and hands. Include him in the static circuit, and 
hi a Httle while his feet and hands are warm and he is 
})erspiring. What does it? 

Simply the equalization of the nervous forces. 

Every day brings evidence that convinces the author 
more firmly than ever that nephritis is a disease of 
central nervous impairment. 

The natural paths along which impressions are con- 
veyed to the kidney are the splanchnics and the spinal 
cord, and whenever this nervous tract is impaired the 
function of the kidney is correspondingly affected. 

Bernard has produced albumin in the urine by irritating 
a certain portion of the fourth ventricle. 

The author was forced to the conclusion of the nervous 
origin of this disease by the character of the person af- 
fected. 

We rarely find a hard-working man of the laboring 
class having this trouble, but it is people who use their 
brains, those who have mental worry. Doctors, lawyers 
and preachers — in other words, it is the people who press 
the button that rings up the great sympathetic until the 
battery which moves it is exhausted. 

Grief alone has been known to produce Bright's dis-- 
ease. How could grief produce the disease if it were not 
through central nervous channels? 

So it is through the nervous system that the wonderful 
■effects are obtained by electricity. 

From the very beginning our patient begins to improve- 
There is increased elimination of urea, albumin, disap- 
pears and the oxidation is complete. The microscopical 
examinations fail in a short time to show casts of any kind 
in the urine. 

The treatment advised by Dr. Nuswanger, in most 
cases is the negative head breeze for fifteen minutes, fol- 
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lowed by positive insulation for the same time. The Mor- 
ton wave current to the spine is alternately substituted for 
the head breeze. 

DISCUSSION ON DR. HANIE'S PAPER. 

Dr. F. W. McRae, of Atlanta : The essayist made a 
statement to which I shall have to take exception, and 
that was, there is absolutely no value in the surgical 
treatment of Bright's disease. I know four men whose 
lives have been saved by the surgical treatment of this 
disease. Three of the operations were done by Dr. 
Edebohls, of New York. I did one myself. I had occa- 
sion to follow up the cases. One of them was a medical 
student, who first matriculated in the university. A diag- 
nosis of nephritis was made and confirmed. He was kept 
under observation during the entire session, and at the 
close of the session he was advised to go home, but he 
chose to go to Dr. Edebohk, who decapsulated both kid- 
neys and kept him under observation for a considerable 
time. He was a third-year medical student. He came 
to the Atlanta College of Physicians and Surgeons the 
following year, and put himself immediately under my 
observation. I had the history of the case from Dr. 
Edebohls. The patient himself was intelligent, and 1 
watched the case during the entire session. Every three 
or four weeks I examined the urine. He went through 
and graduated with distinction, and has remained well 
ever since. 

Dr. Nicolson knows of one case that is practically cured, 
although the man still has a little albumin is his urine. 

One of my own cases, a man, sixty- four years of .age, 
who was practically moribund, had been treated by all 
the different methods that are employed, and since I gave 
up general practice I was called in consultation and found 
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him practically comatose. He used liniments and various 
remedies, and gradually grew worse, until he was in a 
dying condition. I suggested operation to his wife, and 
she consented, and almost without knowing he was being 
taken to the operating table we operated on him, and not 
only decapsulated but opened the kidneys. It has been 
four years since the operation was done, and he is now 
enjoying good health and apparently has been cured. 

I have operated on one young lady within the last few 
months in whom I did double decapsulation, and I would 
like to have Dr. Block say a word or two with reference 
to that case, as I do not know what has been the result. 
Clinically, she improved after the double decapsulation, 
and three or four weeks later I removed the appendix, 
did some abdominal work, and she went through that 
without any trouble. I have seen all signs clear up re- 
peatedly in these cases where one kidney was enlarged 
and where there were albumin and casts in a case of mov- 
able kidney from decapsulation and nephropexy. 

Dr. E. B. Block, of Atlanta : I will say that the patient 
upon whom Dr. McRae operated had edema of the feet 
before the operation, which subsided under rest and diet 
before the operation, and that the operation did not cause 
any appreciable diminution in the quantity of urine which 
she had been passing, and that the albumin slightly in- 
creased immediately following the operation, but subse- 
quently sank lower than it had been before the operation. 
While it is a mooted point as to how much importance 
we should attach to the quantity of albumin found in the 
urine, still I would rather see a decrease in the quantity 
of albumin in the urine of my patients than a large quan- 
tity, but whether it has any significance I am unable to 
state. 

In regard to some of the remarks made by the essayist, 
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I will say that in the toxic states of Bright's disease, where 
there is a profound toxic condition, a stuporous condi- 
tion, coated tongue and fetid breath, very copious draughts 
of hot water, given every hour or so, are unquestionably 
valuable when combined with diaphoretics and pilocar- 
pine injections, and I think we will find that hot water 
does far more in these cases than any drugs we know of. 
In the juicy cases of Bright's disease, where there is a 
great pouring out of fluid, dry diet is of value, in that it 
helps to reduce the extreme edema where there is a pour- 
ing out into the bronchial tubes and effusions into the 
chest. 

Dr. J. W. Duncan, of Atlanta: I am glad that Dr. 
Block mentioned the use of hot water, as I believe the 
essayist did not suggest that any fluids be given to a pa- 
tient with Bright's disease. That is a strange thing for 
this Association to sanction, namely, to give a patient 
no fluids whatever in this disease, when we know that the 
human body is largely water, and I am glad Dr. Block 
mentioned giving hot water. Above all things, I think a 
patient ought to have some fluid in this disease. 

Dr. J. W. Daniel, of Savannah: I think Dr. McRae 
misunderstood the situation. The essayist, in reading his 
paper, made a general classification when he spoke of 
Bright's disease, and he did not say what form of kidney 
lesion he has special reference to. 

Dr. McRae stated that his operation was successful in 
large congestive kidney. In the kidney probably that the 
doctot was referring to he had reference to small granu- 
lar kidney, in which we get an arterio-sclerotic condition. 
In these conditions decapsulation is of no value, because 
there is no tension on the capsule, for which Dr. Ede- 
bohls advocates his operation. 

Dr. Block said that hot water and diaphoretics are of 
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value. The trouble in the treatment of kidney lesions 
Oi." of Bright's disease is that we so often fill up the patient 
and try to sweat it out of him. In sweating the patient 
gets rid of non-toxic salts, but in getting rid of the water 
we rather increase the intoxication by intensifying the 
salts in the blood. The liver is another organ which is 
very much abused in the treatment of nephritic conditions 
by giving calomel, which is not indicated. The proper 
thing to do is to let the liver rest and let the alimentary 
canal rest. Put the patient on nothing to eat but small 
draughts of water, sufficient to quench thirst, and if you 
give him anything give him salicylate of soda, which is a 
slight hepatic stimulant and intestinal antiseptic. 



TREATMENT OF CONSTIPATION. 



By THEODORE TOEPEL, M.D.. Atlanta. 



I was prompted to write this paper by a discussion 
which took place at a meeting of the Atlanta Medical So- 
ciety about a year ago, also on account of the wide ex- 
perience which I have had in prescribing some simple 
methods of treatment and the good results derived there- 
from. Before I enter upon my chosen subject, I ask 
your indulgence to a few general remarks by way of in- 
troduction. 

Life, according to Herbert Spencer, is characterized 
by the power of living beings to preserve a mobile equili- 
brium within their environments, or, as he phrases it, by 
"the continuous adjustment of internal relations to ex- 
ternal relations." 

Natural recuperative power has been developed, not 
through the intaking of substances foreign to the organ- 
ism, but by physical, chemical, and, finally, psychic reac- 
tions of the cells, tissues, organs, systems, and, a factor 
not to be ignored, of the organism as a whole. 

We must recognize that disease and recovery are alike 
vital processes in which the organism itself is the most 
active agent, and that neither morbific nor therapeutic 
influences endow the organism with new attributes or 
introduce into its operations new powers, but we must 
keep in mind that disease and recovery are often, if not 
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always, one continuous process. A health-preserving and 
health-restoring tendency exists ; that is a natural endow- 
ment, and not the gift of art, and that it is dependent upon 
the inherent jproperties of cells, tissues, organs and the 
organism. Some of these qualities are constantly mani- 
fested, while others are evoked only in reaction to per- 
turbing influences. Salutary reactions, however, may be 
delayed, deficient, or excessive; and thus art must come 
to the assistance of nature, and therapeusis finds its reason 
for being. All successful treatment, nevertheless, de- 
pends upon the evocation, stimulation and control of the 
recuperative reactions, together with the suppression, di- 
minution, or neutralization of antagonistic reactions like- 
wise occurring automatically as the result of extraneous, 
morbific influences or of internal failures or disturbances. 

I have great faith in the power for good of the right 
drug, given at the right time in the right dose. Never- 
theless, a more restricted use may be made of drugs with 
less danger of harm-doing by reason of mistake in the 
election of drug, dose or time, by the physician who fa- 
miliarizes himself with the powers of the remedial agent 
falling into the group of natural or physiologic therapeutic 
means. 

But all that exists in nature is natural — drug equally 
with sunlight, microbe equally with antitoxin; and, un- 
der all the circumstances, the disordered functions of the 
paralytic, for example, are equally physiologic with the 
co-ordinated functions of the athlete. Moreover, any 
intervention by the physician in a case of illness, be it 
merely to enforce rest, or to regulate diet, or to open the 
windows of the sick-room, is an exercise of his art. 

Hippocrates, the empiric, was the father of scientific 
medicine; the dogmatists were his opponents, and dog- 
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matism is still the enemy of medical progress. Rational 
empiricism ih medicine consists in the orderly arrange- 
ment and analysis of facts observed not only in the 
laboratory, but also at the bedside ; and in making, from 
the data thus established, inductions to the principles of 
science, and deductions to the applications of art. In the 
experience to which rational physicians look, must be 
included the whole history of the human organism, and, 
indeed, so far as these can be learned, a study of the con- 
ditions that have affected the living matter before it was 
human ; for in the actions and reactions of living matter 
with its environment, from the simplest to the most com- 
plex, are to be found the influences that have determined, 
not alone the physiologic, but also the pathologic, develop- 
ment of man, together with the power of the organism to 
recover from the disturbance that we term disease. 

Speculation upon the origin of living matter is enticing, 
but not profitable. Given the original living matter with 
its inherent forces and tendencies, and its development 
into man, and man's coming into his present physical, 
mental and moral conditions, are the resultants of habit 
and environment. Under these general heads are to be 
understood the effects of climate and of weather (includ- 
ing heat and cold, the physical and chemical constitution 
of the atmosphere, sunlight and other light, electricity, 
etc.), the use of water, food and methods of feeding, rest 
and exercise of function, physical and mental, of which 
last not the least im'portant phase is one commonly over- 
looked — emotion. These and similar influences having 
hjelped to make man what he is, may well be employed to 
remake, him when he departs from the normal. 

Hoping that this digression has not been too lengthy, 
I shall now proceed with the discussion of my subject. 
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Constipation may result from one or more of the fol- 
lowing causes: i. Insufficient quantity of solid food. 2. 
Too highly nutritious or concentrated food. 3. Insuffi- 
cient fluid. 4. Astringent food and drinks. 5. Indigesti- 
ble food. 6. Lack of digestive fluids. 7. Irregularity in 
diet. 8: Obstruction from overeating. 9. Lack of peri- 
stalsis. 10. Lack of exercise. 11. Certain diseases, such 
as anemia, neurasthenia and hysteria, chronic infectious 
affections of the liver, stomach and intestines. 12. 
Habitual drug-taking. 13. Weakness of the abdominal 
muscles in obesity or from over-distention in repeated 
pregnancies. 14. The presence of tumors, physiological 
or pathological, pressing upon the bowel. 15. Atony of 
the colon, particularly of the muscles of the sigmoid 
flexure by which the feces are propelled into the rectum, 
etc. 

TREATMENT. 

Before prescribing for constipation, interrogate the 
patient minutely as to his daily habits of life, such 
as occupation, hours for meals and for exercise, 
recreation and sleep, the kinds of food and quantity 
usually eaten, the amount and kinds of fluids drunk, hour 
for going to stool, the use of stimulants and tobacco, and 
presence of mental worry and anxiety. 

DIET. 

The principles of diet in the treatment of consti- 
pation must be based upon supplying digestible food, 
which will excite peristalsis either by its bulk or its physi- 
cal and chemical properties. Vegetable food in general, as 
distinguished from nitrogenous diet, furnishes a much 
larger proportion of waste matter. Herbivorous animals 
have more abundant evacuations than do carnivorous. The 
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most useful articles for constipation are abundant water, 
coarse brown or bran bread, oatmeal, butter, fresh green 
vegetables (lettuce, spinach, rhubarb, etc.), prunes, figs, 
apples (cooked or raw), peaches, berries, buttermilk, apple 
cider, honey, English walnuts. 

Persons suflfering from habitual constipation do well to 
give up the following articles : Eggs, milk, sweets, pastry, 
puddings made of simple amylaceous substances, such as 
rice, sago, etc., fried foods, rich gravies, sauces, curry, 
strong condiments, pickles, cheese, tea, sour or red wines. 

HYDROTHERAPY. 

Careful observation has convinced me that the ad- 
dition of some form of hydrotherapy enhances the 
value of medical gymnastics and dietetic measures, 
and often succeeds after the latter alone have failed. The 
hip bath, as recommended by Kleiner, of two to five min- 
utes, temperature of 50° to 68° P., once or twice daily, 
and an abdominal compress of 50° F. at bedtime, have 
given excellent results. A form of abdominal douche, or 
hydrotherapeutic massage, from a one-eighth inch nozzle, 
slowly played over the region of the colon, either at 45° or 
110° P., has often furnished satisfactory results. This 
form of massage can be continued from five to fifteen 
minutes, if done slowly, and repeated once a day before 
the usual time for evacuation. This form is highly 
recommended by Nothnagel and Hackel. 

In constipation occurring in gouty, anemic or other- 
wise depreciated patients, a thorough intestinal irrigation 
with salt solution, administered every day, removes pto- 
mains. If followed by the rapid introduction and outflow 
of eight ounces of water at 40° P., the reflex stimulation 
is aroused. It is not advisable to use the enormous co- 
lonic irrigation, because of the overdistention and conse- 
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quent enfeeblement of the bowels. In all cases of consti- 
pation tonic hydriatic procedures are of as gjeat value as 
is muscular exercise, which it may often substitute tem- 
porarily in feeble patients. 

OLIVE OIL INJECTIONS. 

This is a very satisfactory measure, and is highly 
recommended by Kussmaul. Inject from three to 
ten ounces of warm olive oil in the rectum at bed- 
time. This is retained during the night, and usually 
results in an evacuation after breakfast on the following 
day. If the oil is introduced slowly, at a low pressure by 
the force of gravity, the patient should have no difficulty 
in retaining it for the night. The following is described 
by Dr. Hershel as the best apparatus to be used in giving 
oil injections : 

"A glass funnel of a large relative capacity to its 
height, provided with a loop by which it can be suspended 
at a convenient height above the patient, . is fitted with 
about 28 inches of rubber tube of ^-inch caliber, and ter- 
minates in a nozzle. I have found the colon tube of equal 
efficiency. The outflow of the oil is controlled by a 
spring clip. The injections can be made by the patient 
without assistance. The oil is first heated by placing the 
bottle containing it in a basin of hot water. The funnel 
is hung on a nail above the bed. The patient lies on his 
back directly under it with the hips on a pillow, introduces 
the tube and waits until the funnel is empty. It is best 
to commence with five or six ounces and to reduce the 
dose daily until the smallest amount which will produce 
an action of the bowels is found. In a few days it will 
probably be found that a few ounces of oil at bedtime will 
produce a daily evacuation. The effect may then be tried 
of using the oil on alternating nights, and as the case 
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progresses the action of the oil will extend over a longer 
period and will be followed by several daily stools. When 
this period arrives the injection should be ordered to be 
taken only on the evening of the day on which the action 
has not taken place. 

MASSAGE. 

The most common and important use of abdomi- 
nal massage is to relieve chronic intestinal inax:tivity. 
The various manipulations are complex, and when 
rightly performed require the skill and experience of 
thoroughly trained operators. The general causes of 
constipation, as regards conditions of the bowel which may 
be relieved by massage, are the following : 

1. Relaxed abdominal muscles, resulting in prolapse of 
the bowel and other viscera, and constant stasis of the 
intestinal contents, with resulting dilatation of the colon. 
The dilatation may exist either in the cecum or the sig- 
moid flexure, or the entire colon may be affected. In 
consequence of delay to evacuate the bowel the fecal 
contents often form hard masses, as the result of the 
excessive absorption of fluid due to their prolonged so- 
journ in the colon. 

2. Deficient production of bile, due to an inactive state 
of the liver, either as a result of inactivity in the portal 
circulation or some local functional derangement. This 
condition, commonly spoken of as "torpidity," or 
''biliousness," is one in which the liver fails to perform its 
work effectively in destroying ptomains which are re- 
ceived in the blood or are formed in the alimentary canal, 
or to convert into less toxic forms the leucomains, or 
tissue poisons, normally developed in the system an(^ pre- 
pared by the liver for elimination by the kidneys. 

3. Deficient activity in the nerve elements supplying 
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the intestines and controlling tht: reflexes by which peri- 
stalsis is maintained, the contents of the bowels moved 
along the intestine, and the normal diurnal rhythm main- 
tained whereby the residue reaching the lower part of the 
colon is regularly discharged from the body. 

The immediate indications in relation to the removal 
of these causes, so far as massage is effecti\e to accom- 
plish it, may be enumerated as follows : 

1. Increase of glandular activity by an increase of the 
activity of the blood current in the portal vein, and stimu- 
lation of the abdominal sympathetic ganglia, the nerve 
mechanisms which control the motor, vascular and secre- 
tory functions of the intestines. 

2. Increase of peristaltic activity through a stimulation 
of the nervous reflexes by which this activity is main- 
tained, and by an increased outflow of bile from the liver, 
the natural laxative by which rhythmical peristaltic ac- 
tivity is promoted. 

3. Relief of p^sive congestion of the portal system, and 
of the viscera under the influence of this branch of the 

.circulatory system, especially the liver, spleen, stomach 
and intestines, thus aiding the return of these structures 
to a normal state and a consequent restoration of their 
functions. 

4. Mechanical dislodgment of the contents of the colon. 

5. Development of the abdominal muscles, thereby in- 
creasing intra-abdominal tension, which favors expulsion 
of the intestinal contents. 

6. Replacement of displaced viscera. The procedures 
offered by massage, by which these indications are best 
met, are the following : 

I. To stimulate the nervous reflexes, and hence the 
peristaltic^ glandular and vascular activities, under con- 
trol of the abdominal sympathetic. 
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(i) Reflex Stroking. — With the ends of the fingers 
make very light strokes in a circular or semicircular di- 
rection about the umbilicus. Also make vertical strokes 
along the sides in the mammary line, and parallel with 
the rectus muscle. Strokes may also be made over the 
fourth, fifth and sixth ribs at the sides of the chest. The 
profound reflex effect produced in patients who are very 
sensitive is evidence of the strong influence of this pro- 
cedure upon nervous activity. 

(2) Vibration. — Strong vibration applied to the ab- 
dominal contents has been shown to be one of the most 
powerful means of stimulating the nervous reflexes, cir- 
culation, glandular activity, and peristalsis, which can be 
employed for this part of the body. I am now using the 
electrical vibrator in place of hand vibration, as I was 
taught. 

(3) Percussion. — This is unquestionably the most 
powerful of all the stimulating means which can be ap- 
plied to the viscera through the abdominal wall. All the 
different modes of percussion, viz., tapping, spatting, clap- 
ping, hacking, and beating, may be usefully employed. 

2. To produce mechanical effects by means of zvhich 
stasis of the intestinal contents may be overcome and ac- 
cumulated fecal matter dislodged, at the same time that 
the circulatory and glandular activities are stimulated. 

For this purpose deep kneading is especially to be 
recommended. This may be accomplished by a number 
of different procedures: (i) Digital kneading. (2) 
Kneading with the closed fists. (3) Kneading with the 
thumbs. (4) Mass kneading. (5) Palm kneading. (6) 
Rolling. (7) Massage of the gall bladder. 

3. To strengthen the abdominal muscles. 

Massage alone is not sufficient as a means of develop- 
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ing the abdominal muscles, as is the case with all muscular 
structure. They must be brought into voluntary action 
by proper gymnastics. Kneading is the most effective 
procedure afforded by massage for stimulating develop- 
ment of the abdominal muscles. Both superficial knead- 
ing and deep kneading may be employed. 

MEDICAL GYMNASTICS. 

In most cases gymnastics is sufficient alone, and 
is what the patients generally wish, because it is 
less troublesome and cheaper. To be effectual, gym- 
nastic movements must be used perseveringly ; they 
should be gone through every day at least three times. 
It is important to impress upon the patient that the treat- 
ment should not stop as soon as improvement begins, but 
it should be continued even a few months after, if con- 
stant good health is to be gained. Every patient treated 
this way should be advised to rub his abdomen himself, 
for a relapse can easily occur, but can also easily be 
avoided, if the patient sacrifices ten to fifteen minutes 
daily on an abdominal kneading. 

Gymnastic exercises for constipation : 

1. Stretch stride standing, bending forward. 

2. Stretch stride standing, bending obliquely outward, 
with flexion and extension. 

3. Stretch stride standing, bending forward, swing 
arms down — back (wood-clapper). 

4. Sitting trunk extension and flexion. 

5. Back lying hip balancing, knee flexion and extension, 
etc. 

MECHANICAIv MASSAGE. 

Numerous instruments have been devised to imi- 
tate the action of the hands, but as yet no device 
has been found quite to equal the human hand for 
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the administration of kneading movements. One of 
the most useful of all the several forms of mechanical 
massage is mechanical vibration. Under this heading 
may be appropriately mentioned the "Cannon-ball mas- 
sage." A cannon-ball covered with leather is a valuable 
mechanical accessory in the application of abdominal mas- 
sage. It should weigh from four to six pounds, and 
should be rolled upon the abdomeij, following the course 
of the colon from right to left. It should be used for 
fifteen minutes morning and evening, on an empty 
stomach. 

Dr. H. Beer (Klinisch-therapeutische Wochenshrift) 
describes a mechanical laxative for infants. He uses the 
bulbous end of an ordinary rectal thermometer covered 
with vaseline, and inserted per rectum as in taking the 
temperature. It is then gently pressed against the sphinc- 
ter ani and keeping it in the axis of the rectum, it is made 
to describe smaller and larger . circles, as in dilating the 
sphincter. After two or three turns the sphincter is felt 
to relax, the rectum contracts, the anus opens and the act 
of defecation takes place reflexly. The effect is very 
prompt when the rectum is filled, and is absolutely harm- 
less to the child. 

In conclusion, I wish to say that I have not touched 
upon all the physiological remedies, but suffice to say that 
if the physician studies the remedies mentioned, and the 
patient, overdrugging would soon be a thing of the past. 
One thing should not be forgotten in treating obstinate 
cases of constipation, namely, to insist on regular habits, 
particularly in the young, whether the desire is present to 
have an evacuation or not, regularity of habit must be in- 
sisted upon. 



INTUSSUSCEPTION. 



By MARION McH. HULL, M.D., Atlanta. 



It is not the purpose of this paper to present an ex- 
haustive discussion of this affection; but to remind the 
members of this association that they are apt to meet 
with it any day, to set forth the symptoms that will enable 
an early diagnosis to be made, and to differentiate it, so 
that the patient can be given the best chance of relief by 
an early operation. These observations are based upon 
the study of about i,3CX) cases of intussusception occurring 
in infants and children gathered from the literature, and 
a few in my own experience. Of these Hess, of Chicago, 
has collected 1,028, Cole and Clubbe, of Australia, 210, 
Wallace 20 and 24 which I have collected from the lit- 
erature and my own records, the names of the authors 
being given in the bibliography. Early diagnosis is so 
essential that I have sought to discover from this large 
number of cases some means that will enable us to recog- 
nize the condition before the picture is too clear to be 
of use. 

Any man who is practicing among children must bear 
constantly in mind the possibility of this very dangerous 
affection. When this point is gained, more than half of 
the battle is won. Clubbe states that the hospital internes 
in Melbourne rarely fail to ''spot" these cases, so well 
drilled have the\^ been as to its possibility. 

Always suspecting it, the diagnosis would be very easj 
if the cases always presented the classical symptoms. How 
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easy would be the diagnosis of any disease if the patients 
would be so accommodating as always to present the syn- 
drome of a typical case! A previously healthy child is 
seized suddenly with violent pain in the abdomen, which 
is paroxysmal. The child soon begins to vomit, and con- 
tinues to do so, especially when given anything by mouth. 
It has a good deal of tenesmus, and after a few hours 
passes bloody stools but no feces. Its skin is cool, and 
rectal temi)erature low, but pulse and respiration are 
rapid. 

It soon passes into a state of collapse, and all efforts at 
obtaining an evacuation of the bowels are futile. An 
examination of the abdomen shows a sausage-shaped tu- 
mor usually in the left iliac region, and it can also be felt 
per rectum. 

No one could fail of a diagnosis with such a symptom 
complex. The difficulty, practically, lies in the fact that 
any one or more of these symptoms may be entirely ab- 
sent, delayed or subdued. 

Huber has reported a case in which the only symptom 
was j>ain occurring in paroxysms, until the fourth day 
of the disease, when a tumor was discovered in the sub- 
costal space on the right side, resembling a floating kid- 
ney, after the patient had been anesthetized for operation. 

In one of my cases the only symptoms were shock, 
nausea and constipation. In another the only symptom 
to be found was a peculiar character of respiration to 
which I shall call attention later. Upon this I made the 
diagnosis, which w^s confirmed by o>i)eration. 

Because the symptoms are not always typical is the 
raison d'etre of this paper. 

Let us consider these separately. 

Pain: Pain is a very constant symptom. It usually 
occurs suddenly in a previously healthy child, is paroxys- 
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mal and exceedingly violent. At first it is intermittent, 
and later becomes more or less continuous. It is at first 
referred to the umbilicus, later there is pain and tender- 
ness over the whole abdomen. In the cases studied this 
symptom was almost universal, being noted as being pres- 
ent in every case but one, where it was absent. This was 
in one of my own cases, an infant a year old, and if pres- 
ent, was so slight as not to cause the infant any dis- 
comfort. 

Nausea: Nausea and vomiting occurred in 90 per cent, 
of these cases. In the large majority it began early, and 
was more or less constant. The vomitus consists first of 
the contents of the stomach, and then of bile stained mu- 
cus. Very rarely in infants is it fecal. The vomiting is 
more violent the more complete is the obstruction. It 
is not projectile. More often there is a great deal of 
gagging, with a little mucus finally exi)elled. In a great 
many cases vomiting is not a marked feature unless some- 
thing is given by mouth. Whatever this may be, it is re- 
jected very soon. 

Constipation: This is one of the most misleading symp- 
toms in the whole condition. It is impossible to say how 
many times physicians are thrown off their guard by the 
presence of stools. A child begins vomiting and has col- 
icky pains ; if the bowels did not move some obstruction 
would be suspected immediately; but the fact that there 
are a few stools, sometimes diarrheal in character, be- 
coming bloody and mucus, leads to an error in diagnosis, 
cholera morbus, or some other digestive disturbance being 
supposed to be present. Aside from the error in diag- 
nosis, it leads to the administration of cathartics, which 
aggravate the real condition. It is the rule, rather than 
the exception, for the bozvels to move. The evacuations 
are fecal at first, representing the contents of the bowel 
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below the obstruction. They afterward become bloody 
and mucous. This latter symptom was present in io8 of 
Cole's no cases, in 156 of Hess's 160; in the twenty- four 
cases of my collection they were stated as being present 
in nine, as absent^ in three, and in six no note of it was 
made at all. 

The number of fecal evacuations will depend on the 
higher or lower location of the intussusception and the 
previous condition of the child's bowels. The bloody 
stools will depend on the degree of involvement of the 
mesenteric vessels. 

Tumor: Under anesthesia the tumor can be felt abdom- 
inally in almost every instance. Without anesthesia there 
are a great-many cases in which it is impossible to be pos- 
itive that it is present. In these cases rigidity of the recti 
muscles, when associated with paroxysmal pains, is at 
least suggestive of obstruction of the bowel. 

By rectum the tumor can be felt in a certain proportion 
of the cases. It was present in seventeen per cent, of 
Hess' collection, in 15 per cent, of Wallace's, and in 14 
per cent of mine. Its detection is of very little value, as 
Clubbe has pointed out, since its appearance is usually 
so late that the condition of the child is hopeless. 

General Condition: This is of as much value, if not 
more, in determining the child's condition as any other 
symptom*. To see a previously healthy child taken sud- 
denly ill, and within a few hours to present the appear- 
ance of one long ill, ought to call attention to the gravity 
of the condition. 

The pulse-respiration-temperature ratio is greatly dis- 
turbed. The temperature is rarely high, though in some 
instances it might go to 102 degrees F., or over. Us- 
ually it is below 100 degrees F. The pulse is very rapid, 
and the respiration is usually so when the normal condi- 
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tion of the thoracic organs is considered. I have noticed 
in all of the cases I have seen a peculiar character of res- 
piration. I can not describe it better than to say it is a 
half sigh and half grunt In fact it has seemed so char- 
acteristic that I made a diagnosis of this condition almost 
from that alone in one case, which was confirmed by oper- 
ation subsequently. -In that case there had been diar- 
rheal movement for three days, and even within an hour 
before I saw the case. There was no blood, no rectal nor 
abdominal tumor, no history of pain or vomiting. But 
the rapid pulse, low temp>erature, anxious facial expres- 
sion, and this half grunting, half sighing respiration de- 
teniiined the diagnosis of intussusception in my mind, 
and made me advise immediate operation; whjch con- 
firmed the diagnosis. 

Other Symptoms: The Signe de Dance — a depression 
over the right iliac region — has been noted in some cases, 
but I do not consider it of great value. Noble, of Atlanta, 
has noticed a faint sweetish odor to the breath in cases 
of intussusception, but I have not foimd* this mentioned 
elsewhere. Tympany is not usually present until late in 
the disease. The abdomen is more often flat, and the 
muscles rigid to protect the child from pain. In some 
cases the tumor may be seen, and is found by the mother, 
but this is rather rare. 

Tenesmus is more marked in those cases where the 
tumor can be felt by rectum. 

The skin is often clammy. The eyes are wide open and 
the expression is one of great anxiety and fright, the lips 
are drawn and thgre is great pallor. 

Diifcrcntial Diagnosis: Grisel thinks it important to 
diagnosticate the variety of the obstruction. I grant that 
it may be desirable, but not important, for the treatment is 
the same for all, and no time should be lost in opening 
the abdomen. You may be sure of the variety then. 
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In adults the affection may be mistaken for mesenteric 
embolism, biliary colic, torsion, bands, acute hemorrhagic 
pancreatitis, acute appendicitis, strangulated hernia, phos-^ 
phorous poisoning, and tabetic crises. The history of the 
case will help to clear up the diagnosis in many of these 
affections. In children, however, volvulus obstruction by 
Meckel's diverticulum, appendicitis, and undescended tes^ 
tide are the principal affections that may be confused with 
this; to say nothing of cholera morbus and dysentery, 
which should never be, but unfortunately are, mistaken 
for it. Barnard has reported three cases of tuberculous 
peritonitis that resembled it very closely. In a very young 
infant pyloric stenosis has to be eliminated. 

Volvulus may be distinguished by the absence of the 
tumor, by absence of bloody stools, and by the greater 
tympany occurring early in the disease. When the ob- 
struction is due to Meckel's diverticulum the absence of 
bloody stools and of the tumor abdominally and rectally 
will aid in differentiating it. Appendicitis may be dis- 
tinguished by the above symptoms, and by the tenderness 
or rigidity over McBurney's point. An examination of 
the scrotum should determine the diagnosis of unde- 
scended testicle. 

It seems hardly necessary to go into any detail regard- 
ing the differential diagnosis between intussusception and 
dysentery further than what has been said. The history 
of the cases should distinguish tubercular peritonitis and 
pyloric stenosis. 

I did not care to go into a discussion of the etiology 
of the affection, but do think it an aid to diagnosis to say 
that constipated, breast-fed babies are more liable to the 
affection, and suspicious symptoms occurring in them 
should be carefully watched. 

D' Arcy Power has shown that the diameter of the large 
intestine increases out of proportion to that of the small 

19 mt 
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intestine during the first two years, and that there is a 
greater mobility of the colon because of the long meso- 
colon. 

These etiological factors may help us in diagnosis, if 
we bear in mind the age of the patient ; especially those 
under two years, in which cholera morbus and dysentery 
are more liable to confuse the diagnosis. 

Barnard has urged as pathognomonic this fact. In a 
suspected case of intussusception he gives two enemata 
of turpentine in water. If the second is returned without 
feces and with little force, he says the diagnosis is posi- 
tive, 

Huber suggests that colicky paroxysmal pains, asso- 
ciated with rigidity of the recti and localized tenderness 
over the left iliac region, are sufficient to warrant lapa- 
rotomy. 

TREATMENT. 

The object of this paper was to aid us in mak- 
ing an early diagnosis, so that the early operation 
might be performed.. I believe this is the only rational 
treatment. A high irrigation may be used with advantage 
to aid in reducing the intussusception; but I could not 
get my consent to advise it, unless operative measures 
were used simultaneously. However I shall not enter 
into a discussion of the operation, as my confrere, Dr. 
Bamett, will discuss this in an early paper. 
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DISCUSSION ON DR. HULI^^S PAPER. 

Dr. F. W. McRae, of Atlanta: I dislike very much for 
as good a paper on so interesting a subject to pass with- 
out discussion. The Association owes a great deal to Dr. 
Hull for bringing up this subject. I do not know of any- 
thing in surgical abdominal diseases that causes the death 
of so many children as intussusception, unless it be ap- 
pendicitis. It is a disease to which children are pecu- 
liarly prone, and Dr. Hull has mentioned the only treat- 
ment that is effectual in the majority of instances. He 
has mentioned the time at which treatment must be in- 
stituted in order to be valuable. Absolute obstruction of 
the bowel from intussusception beyond forty-two hours is 
almost a hopeless condition, if it is not hopeless. Some 
few cases may recover, but not many. It is only by early 
diagnosis and prompt resort to surgery that the lives of 
these little ones may be saved. We are often unable to 
make a diagnosis of intussusception, but we can practi- 
cally always make, a diagnosis of acute obstruction of the 
bowel, and whenever we make that diagnosis it matters 
not from what cause or what may be the cause of the 
obstruction then it is our duty to resort to prompt sur- 
gery, which is just as imperative in this condition as it is 
in appendicitis. 



LESIONS PREDISPOSING TO CANCER. 



By M. B. HUTCHINS, M.D., Atlanta. 



It is difficult to avoid bringing into a paper of this kind 
the cause of origin of cancerous growths, since cause and 
prior lesion are so intimately related. Without some sort 
of stimulus, or disturbance of cell relation, many of the 
lesions would never become malignant. Whether a group 
of cells has been left out of place in fetal life and ready 
for aberrant growth, or gets misplaced later, can make no 
great difference for the purposes of this paper, but the 
latter occurrence seems best to harmonize with the facts. 
That mechanic, thermic, actinic, chemical, and perhaps 
local toxic influences, often seem the positive exciting 
cause of malignant development can not be doubted. What 
the element is in cell relations that holds the balance in 
so many cases and loses its control in a few we do not 
know. 

Of all skin lesions tending to cancerous development 
there are none that rank so high as the rough horny, scale- 
crusted, irregular, pinhead to all sizes and shapes of points 
and patches seen on the face, neck and hands. These oc- 
cur so frequently upon the thin, red, florid skin of people 
who are either red-haired, or have the "red-haired" type 
of skin, as to become a definite feature. The crusts are 
usually composed of small horny cell masses; the skin 
beneath may show a bit tender, or it may be slightly 
thickened, irregular. Later one or more points take on 
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typical epitheliomatous changes, cell-growth, infiltration, 
erosion, crusting, fissuring, ulceration. Often there are 
numerous epitheliomata on the one subject. But a ma- 
jority of people go through life with their "scaly spots," 
better or worse, without reaching the malignant stage; 
hence radical treatment for these must await such devel- 
opment. 

Closely related to the above, or occurring with it, is the 
oily, seborrhceic skin with points, discs or patches develop- 
ing in a greasy surface, and showing greasy scales ; sooner 
or later, erosions, new growth, finally the epithelioma in 
full development. These two kinds of skins and lesions 
more frequently show multiple epithelioma. Warty, flat, 
roughened patches, as of the "senile skin,'* often form the 
starting-point of cancer. A persistent fissure of the lip 
may be the origin of epithelioma. Scars, as from burns, 
caustics. X-rays, incisions, boils, carbimcles and various 
injuries, present a condition of cell displacement favorable 
to malignant growth. 

A lesion from the pinch of a cracked and foul pipe-stem 
has caused death from cancer of the lip. Phimosis, bal- 
anitis, at times result in epithelioma. An innocent look- 
ing epulis may prove not a fibroma, but a sarcoma. 

Lupus erythematosus has been known to degenerate 
into cancer. Lupus vulgaris scars often so change. An 
apparently innocent wart may become malign, and kera- 
toses from long continued arsenic. Keene, in his paper 
before the American Medical Association two years ago, 
insisted upon the latent dangers in, and the removal of 
all moles, but was convinced of the impossibility of get- 
ting the consent of the patient to such radical prophy- 
laxis. My own observation is that few moles undergo can- 
cerous change; but when they do, especially those of the 
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pigmented type, their malignance and metastases may be 
horribly complete; their termination fatal. 

The pigmentary type of malignant disease is the prod- 
uct of many lesions. A mole accidentally burned, and so 
being transformed into malignancy, is recorded by 
Crocker. Johnston reports cancer developing in a mole 
on the thigh ; another on the back ; another on the shoul- 
der, and one on the abdomen. Following injury near the 
nail, a swelling, dark fluid discharge, pigmentary deposit 
in the growth — melanotic whitlow. 

"Malignant freckle'' spot of the foot or leg may end in 
pigmentary cancer. Melanotic rodent ulcer or melano- 
epithelioma is another form. Melanoma of the eye has 
its usual beginning in a choroidal pigmentary spot. 

The type of these growths is often impossible to diag- 
nose accurately without the aid of the microscope. Met- 
astases of pigmentary cells are often extensive, the lethal 
end certain. Early and free surgical removal offers the 
only cure. 

Wilfred Fox considers most cases of melanoma as nevo- 
carcinoma. Johnston found both types, nevo-carcinoma 
and nevo-sarcoma. Fox, at variance with Johnston, con- 
victs the pigment of the chief activity in cancercnus change- 

Cases under X-ray treatment for epithelioma often show 
partial, possibly complete destruction of the original dis- 
ease, with extension, or new development of disease in the 
scar or its borders. Skiagraphic X-ray burns and the 
burns of X-ray workers have time and again gone on to 
epithelioma and death. McLeod's case of a lupus X-ray 
scar with cancer forming in its middle is striking. 

Suppurative, broken down sebaceous cysts, or even the 
unbroken cysts, may be transformed into cancer. 

A small injury of the tongue from a jagged tooth, and 
the irritation continued, have sufficed to bring on cancer 
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of that organ. A similar development may follow a 
syphilitic gumma. So with leukoplasia, the white spots 
and bands called "smokers' patches." In the same way 
may constant irritation of a tonsillar^, pharyngeal or 
esophageal lesion terminate. Many cases of cancer of 
the stomach follow an ulcer; many of the gall-bladder 
succeed erosions from biliary calculi. Ovarian cysts may 
so degenerate. Uterine myoma is not always benign. 
Cervical scars from old lacerations frequently form the 
starting point of cancer. Leukoplasia of the vulva often 
undergoes malignant change. 

No adenoma of the breast is safe to leave in its place. 
The cicatrix from abscess of the breast has been sufficient 
to furnish the origin of cancer. Paget's disease of the 
nipple, possible to be confused with eczema, is usually 
cancerous in nature and progression. 

Sufficient examples have been given and time and 
space are already too far exhausted to permit of an ex- 
tension of the list. In unnatural lesions and growths, in 
scars and irritated erosions, in parts subjected to contin- 
ued injury, we have a loss of cell balance, an absence of 
normal restraint, and the scene laid for the entrance of 
the unknown element that determines the onset of car- 
cinoma, sarcoma or endothelioma, all malignant. 

To urge upon people the dangers in lesions and growths 
not yet malignant will often be of no avail. In many 
cases the malignant change may never take place, but 
every effort should be made to cure irritated lesions and 
remove irritant agents in the simple cases ; and no growth 
certainly progressing towards cancerous evolution should 
be left untreated. Upon the slightest occurrence of symp- 
toms tending to these changes, instant and thorough treat- 
ment must be instituted. Often the simplest erosion, 
smallest scirrhus or most minute irritated mole or other 
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growth may liberate cells that wander away to form met- 
astases of the most formidable character. It is proper to 
watch some cases without interference, and criminally 
negligent or ignorant to advise the patient to "let alone" 
any lesion or growth already showing signs of malig- 
nance. 

I have used the term "cancer" in its broad sense, to 
cover all types of growth whose tendency is to progres- 
sion, insidious diffusion, recurrence after treatment, cer- 
tain death without treatment, often death in spite of treat- 
ment. 

The following cases illustrate some of the results re- 
ferred to above : 

Case No. i. — Mr. Q., age fifty-nine. Razor cut in 
large flesh-colored mole, left cheek, eight months before. 
Microscope showed epithelioma. Excised. Permanent 
recovery. 

Case No. 2. — Mr. C. Fungating and eroded pigmentary 
lesion top of left shoulder. Dark moje there for years. 
Irritated by suspenders. Got well after prolonged caustic 
treatment and protection. 

Case No- 3. — Mr. M., age sixty-six. Diag. Melano- 
sarcoma of dorsum of right foot. Forty years before, ' 
a pin-head diameter, black dot just to right of great toe's 
extensor tendon. Slow peripheral growth for twenty-five 
or thirty years; then increasing, especially rapidly in past 
three or four years. When seen, a lesion two by two 
inches. Various shades and degrees of pigmentation, 
brown to black or bluish. Some thickening and in parts 
finely papular. Burning sensation w^ien waiTn in bed. 
Declined excision. Received no treatment. Abcut a year 
later part of i>atch elevated, exuding serum, and still no 
metastasis, but he died within a year or two of general 
diffusion of disease. 
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Case No' 4. — Mr. A., age seventy-seven. More or less 
epitheliomatous trouble fifteen years. Skin of face, neck 
and hands shows many scaly points and spots and scars 
of excisions, etc. When seen a filngating epithelioma left 
zygo-malar region and growing to bones beneath. Right 
maxillary another large one. On left lower eyelid, a 
small hard epithelioma with erosion and crusting. Treat- 
ment purely palliative. Case incurable. Cases like the 
above and the one to follow, the more numerous in rec- 
ords. 

Case iVo. 5. — Dr. — ' — , age fifty-three. Usual florid 
type. Following scale-crusted lesion left cheek, a typical 
cutaneous horn. Beneath — an epithelioma, surrounded by 
greasy scales. On nose end waxy sebaceous accumula- 
tions, with flat epitheliomatous development in a small 
colorless mole present for years. Caustic potash treat- 
ment. 

Case No. 6. — Mr. ., age sixty-two. Prepuce long; 

had never been retracted. Fungous epithelioma, cauli- 
flower like, of glans. Urinating through a crevice in side 
of mass. Inguinal glands small, hard, hyperplastic. Pa- 
tient refused to permit their removal. Amputation of 
penis ; one inch stump. Well and at work at last report. 

Case No, 7 — Mrs. W., age forty. Discord epithelioma 
right side of tongue from tooth erosion constantly kept 
up. Thoroughly destroyed with paquelin point. Well at 
last report, three or four years later. 

Case No. 8. — Mrs. S., age forty-two. Jolt of car, bit 
right side of already tender tongue. In three months 
extensive involvement of side of tongue and glands of 
neck. Tongue lesion not benefited by X-rays. Neck dis- 
ease gave way, but patient died after three more months, 
of exhaustion and a hemorrhage. 

Case No. 9. — Mr. G-, age fiifty-two. Several months 
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before consultation pinched lip with pipe-stem. Pin- 
head lesion followed; patient often picked it off; each time 
it returned larger, finally ulcerating. Typical epithelioma 
right half of lower lip in carmine border. Early involve- 
rnent of submaxillary glands. Case aggravated by 
patient's use of some caustic paste. When first seen, 
over half lower lip down to gum destroyed ; involvement 
of right oral angle, massive metastasis to lymph glands. 
From the first he refused all operative treatment. He 
died in about twelve months from beginning of disease. 

Case No, 10. — A case of a married woman under forty, 
three months pregnant. Papillomatous, becoming can- 
cerous, cyst of right breast. Amputation of breast. Re- 
covery. 

Case No, ii, — Old woman seen in consultation. In- 
curable carcinoma left zygo-malar maxillary region. De- 
veloped in sebaceous cyst of many years standing. 

Case No. 12. — Mr. C, age sixty-nine. Sarcoma of rignt 
shoulder girdle, developed three months before in dark 
mole over right scapular spine. Rapidly grew in three or 
four weeks to size of small orange. Doctor excised. Re- 
currence and gradual involvement of whole shoulder and 
the axilla. Died within six months. 
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DISCUSSION ON DR. HUTCHINS' PAPER. 

A Member: I consider this paper of as much impor- 
tance as any that I have heard at this meeting. I have had 
a woful experience with cancers, especially cancer of the 
uterus. I am confident that a large percentage of the 
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cases of cancer of the uterus are caused by some lesion 
or tear of the os. 

In regard to skin cancer, or epithelioma, I have had 
good success in treating such cases with butter of anti- 
mony. I have the patient apply it in the beginning, or in 
any form of skin cancer the patient is instructed to take a 
bottle stopper, apply it to the place affected, not allow it 
to run all over the sound tissue. He is instructed to apply 
it every third day, but not to allow any water to go in the 
spot during the treatment, and I have had good success 
in getting rid of this kind of cancers. 

Dr. Wills : I would ask the essayist if he advises the 
removal of moles from the skin as a preventive of their 
development into epitheliomas ? 

Dr. Hutchins (in closing) : Referring to the remarks 
made by the first gentleman concerning the use of butter 
of antimony in these cases, I will say that the whole prin- 
ciple of the treatment of epithelioma simply gets down to 
the matter of destroying the disease; I do not care how 
you do it. Of course, we will do it painlessly, if possible, 
which is the best way. Caustic potash, by leaving it open 
in the bottle until it deliquesces, is the best treatment. It 
only needs to be left open for five or ten minutes. 



REPORT OF FIVE CASES OF FRACTURE OF 
FEMUR, WITH REMARKS OX TREATMENT 
AND AN EXHIBITION OF MECHANICAL EX- 
TENSION APPARATUS. 



By J. N. DOWNEY, MIX, Gainesville. 



Case J. — F. H., white, male, age eleven years, caught 
under a falling tree, received a fracture of the middle 
third of the femur; the case was treated for eleven days 
by Buck's extension apparatus by another physician. 
When I first saw the case the limb was found one and 
three-fourth inches short, with an inch and a half curve. 
Patient was anesthetized and limb reset; it was then 
placed m a double angular plaster of paris splint for five 
weeks ; the result was. symptomatically perfect. 

Case 2, — J. J., white, male, age nineteen; struck by a 
flying timber during the cyclone ; received fracture of the 
right femur two and a half inches below the trochanters ; 
fracture was set and a double angular plaster of paris 
splint was applied, and was removed on the forty-fifth 
day; results good, no appreciable deformity; X-rays 
showed bones slightly out of line. 

Case 5. — A. T., white, male, age four years; struck 
by a piece of timber during cyclone; received a double 
fracture of the left femur ; one two inches below the tro- 
chanter, the other at the junction of the middle with the 
lower third ; the limb was placed in position and fracture 
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set, and a double angular plaster applied ; removed on the 
forty-second day ; results anatomically perfect. 

Case 4, — X. H., white, female, age forty-five; fell 
down a flight of stairs and received a fracture of the neck 
of the right femur ; limb was placed in position, and un- 
der a slight traction a double angular plaster splint was 
applied, which was worn for sixty days, when it was re- 
moved ; measurement and comparison showed both limbs 
the same length. On examination two months later the 
limb was found one and a half inches short; the X-ray 
showed separation of fragments, with supposed ligamen- 
tous union ; the patient walks fairly well without a crutch. 

Case 5. — Mrs. J. \V. O., white, female, age seventy- 
four ; caught toe of her shoe under a rug and fell on the 
floor; received a fracture of the neck of the right femur; 
Drs. J. B. and H. L. Rudolph and K. A. Smith saw this 
case with me ; the shock was so profound that at first we 
thought it useless to apply any splint at all for fear of 
hastening the seeming approaching end, but after some 
consultation we decided to make the attempt, watching 
the results; she was placed on a special table devised by 
myself for fractuces of the femur and a double angular 
plaster splint hastily applied; she was put back in bed 
and a few hours later showed signs of returning conscious- 
ness, and on the fourth day sat up in a chair two hours, 
and every day thereafter from three to eight hours; 
plaster was removed on the forty-second day, but patient 
not allowed to use the limb at all until the sixty-fifth; 
at this date both limbs were exactly the same, and patient 
walking with crutches; now, at the eighty-eighth day, 
there is still no shortening, and patient walking well. 

Cases I, 2, 3 and 4 were all allowed to move 
in any desired position after the plaster was thoroughly 
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dried ; to get out of bed to stool from the first day ; sit 
upon a chair and walk with crutches as soon as they felt 
inclined to do so, which in none was later t^ian the tenth 
day. 

These were all cases of simple fracture, and of interest 
only as to treatment, comfort and liberty of the patient 
and the final results. The treatment was as above stated 
in all by the double angular plaster method; as this 
method of application of the plaster of paris has not as 
yet been used by many of the profession, it might not be 
out of place to say a few words as to the method of ap- 
plication. The first step is to flex the limb at knee and 
hip to a point of nearest natural muscular relaxation ; the 
splint is then applied in the usual way, except in two or 
three sections, as may be necessary or desired. When 
two sections are used after flexing and placing limb in 
position, the lower section is applied first; beginning at 
the base of the toes, going up the limb in usual way and 
making the angle at the knee and stopping near site of 
.fracture; allow patient to rest a few minutes, and plaster 
to set firmly; then make the necessary extension and 
counter-extension to bring the fragments in apposition; 
then apply the upper section by beginning where the lower 
one stopped and going up in the usual way to the ensiform 
cartilege ; the patient is made more comfortable by carry- 
ing the cast well up over the lower border of the ribs; 
when three sections are necessary or desired the lower 
and upper sections are applied first, and allowed to set, 
leaving several inches bare at site of fracture; then make 
your extension, adjust the fragments and apply third or 
middle section, reinforcing at both welding points by a 
few extra turns of plaster roller ; when this has set firmly, 
patient is placed in bed until the plaster is thoroughly 
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dry; when he may move in any desired position at will. 
In this cast from toes to ensiform cartilege every muscle 
connected with the movement of this limb is fixed so 
there can be very little muscular contraction; with very 
little assistance he can get out of bed ; the limb being in 
almost a natural sitting position, he can be made com- 
fortable in a chair ; having two angles, it is impossible for 
eversion or inversion of the foot to occur; these angles 
serve further as points of fixation and prevent shortening, 
and further draws the limb out of the way in walking with 
a crutch, so the only drawback is that it must be watched 
to see that swelling of the limb does not occur to the ex- 
tent of obstructing circulation; should such an event be 
threatened, lay the cast open and apply a roller bandage, 
and we still have the nearest an ideal comfortable appli- 
ance that has hitherto been devised for such fractures, as 
it gives the patient the freedom of any desired movement 
without pain or self-injury and takes from him all the 
horrors of confinement in bed for six or eight weeks, and 
if properly set insures good results with the least worry to 
the physician. 



APPENDICITIS— GENERAL OBSERVATIONS- 
STATISTICS TO DATE. 



By FLOYD W. McBAE, M.D., Atlanta. 



It is my intention to present very concisely my expe- 
rience with this most treacherous of surgical diseases, to- 
gether with some deductions as the result of my work 
and observations. 

I have had prepared with great care by my assistant 
and coworker of several years, Dr. L. S. Hardin, the 
statistics of all cases of appendicitis operated on to date. 

^ am greatly indebted to Dr. Hardin, not only for these 
statistics, but also for the valuable and accurate records 
which he has compiled and kept of my surgical work. 
But for his valued help I could not present here a record 
of my work of sufficient accuracy to be of assistance 
to the members of this Association in making reasonable 
deductions therefrom. 

The suggestions that I shall make and the deductions 
that I shall submit are the evolution of my experience and 
observation up to this time, and I reserve the right to 
change any or all of them as further progress demands. 

I hope none of us will ever arrive at that station in 
medicine and surgery that stops all further development, 
viz., a feeling of satisfaction that in doing one's best, one 
is doing the best. 

DIAGNOSIS. 

It is not my purpose to enter into the diagnosis of ap- 
pendicitis, other than to call attention to a few of the more 
important features. 

(296) 
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As my opportunity for observation of abdominal dis- 
eases has increased, my respect for diagnoses of "colic" 
and "acute indigestion" has steadily decreased. Marked 
or persistent abdominal pain means some definite pa- 
thology, susceptible of positive determination by accurate, 
scientific methods of examination. 

That we can not always be sure of what the trouble is, I 
fully admit, but we can, at least, in such cases be honest 
enough with ourselves and our patients to say so and not 
lull them into a state of false security by a diagnosis of 
"colic" or "acute indigestion." I have been impressed 
with the number of deaths from "acute indigestion" re- 
ported recently in the daily papers. Thesci reports simply 
mean that some one has blundered. 

The cardinal diagnostic points are pain, general or 
local, muscular tension on light palpation, tenderness on 
deep palpation, with or without an appreciable tumor. 

TREATMENT. 

I wish here to reaffirm with increased emphasis what I 
have so often said before, that appendicitis is first, last 
and all the time a surgical disease, though not always 
under all conditions an operative one. 

Early diagnosis and prompt surgical intervention in all 
cases would reduce the mortality of this dreadful malady 
to less than 2 per cent. 

In no other tissue does pathology develop so rapidly. 
These manifestations of fierce virulence are simply as- 
tounding, and can scarcely be believed by those unfamiliar 
with the disease. 

Operation. — I have great respect for the abdominal 
wall, and it has been and is my constant endeavor to pre- 
serve its integrity and prevent post-operative hernia. It is 
so easy to leave conditions that must eventuate in ventral 

hernia, an exceedingly difficult thing to correct. 
20 mt 



298 Appendicitis. 

A direct incision through all the layers, severing as it 
does not only the lateral abdominal muscles, but the 
branches of the eleventh and twelfth dorsal nerves that in- 
nervate the rectus, if drainage must be left, induces hernia 
in quite a large per cent, of cases. 

Walling Off — Toilet. — ^Another point of great impor- 
tance is packing round the. infected area to prevent spread- 
ing the infection to the healthy peritoneum. Experience 
has proven that local toilet or limited infections Is far the 
safest. 

Drainage. — Properly placed cigarette drains are real 
life preservers. In dealing with colon bacillus or other in- 
testinal sources of infection, when in doubt, drain. The 
converse is true of pelvic infections. 

After-Feeding. — Much suffering, prolonged convales- 
cence, or even death, may be prevented by proper diet. I 
allow only water for first twenty-four hours, then albu- 
men, broths, etc., for forty-eight hours longer, gradually 
and guardedly increasing light articles of diet, excluding 
milk and eggs. 

I supplement with rectal feeding whenever necessary. 

Detention in Bed. — Even after an ideal McBurney op- 
eration and healing, I keep my patients in bed two weeks. 

Where drainage is left, T keep them in bed till healing 
• is complete, — usually three weeks, often longer. 

Peritonitis. — Frank Park, nine years. Three days before 
•operation, marked pain began in abdomen; subsided on 
second day to begin again that afternoon with increased 
intensity, and so continued until operation on third day. 
. Dishwater fluid escaped when abdomen opened; intes- 
tines matted by plastic lymph; appendix sloughed off at 
cecum, and cecal opening closed by plug of necrotic tissue. 
Five to ten feet of collapsed intestine remcred, when dark 
area of two or three feet was found, adhesions causing 
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obstruction, color returned after application of hot 
sponges. Died twelve hours later. 

Will Rau. — History similar to above. Through and 
through cut to peritoneum.; black peritoneum bulged into 
wound on opening same, each Vnovement of intestines 
caused foul dishwater material to flow out. Appendix 
was post-cecal ; ruptured and necrotic in places. ' 

Abscess, — Miss A. D. H., thirty-nine years. Intestines 
matted in right half of abdomen and mass extending trans- 
versely to vertebrae, midway between umbilicus and sym- 
physis. This opened and liberated foul colon-bacillus pus , 
which had dissected beneath mesenteric attachment ; traced 
to right, passed behind cecum, where a pus pocket con- 
tained necrotic appendix in pieces ; some pieces sloughing 
tissue removed. Counter-puncture made. 

Revier, Rochelle, Wilson, Fitzgerald. 

Septic Nephritis, — Prof. E. R. First attack acute ap- 
pendicitis, with septic nephritis. Appendix found gar- 
grenous and ruptured at its middle. Each kidney was 
punctured and drains left. 

Marked epistaxis on first and second day ; some bleed- 
ing on removal of appendical drain, and from each kidney 
when drains removed. Died on fifth day. 

Septic Cholecystitis. — Sam'l J. SI. Sixty-seven years. 
Abdomen distended and tight. All of right side boggy 
from ice applications. Appendix found markedly con- 
gested, and with some adhesions. Gall-bladder contained 
four stones and five or six ounces black septic material. 
Drained. Many hyaline and granular casts. 

Abscess. — Mr. McD. Forty-nine years. W^as subject 
of protracted sprees since a boy; had several pulmonary 
hemorrhages. Was taken in a drunken debauch, and 
operated upon the fourth day. Small local abscess opened 
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and appendix removed. Had an alcoholic gastritis, and 
vomited until death. 

W. T. C. — Abdominal pain and nausea for a week, but 
remaining up and about until three days before operation, 
when pain became so severe. Operated June i. Abdo- 
men flat; foul-smelling pus cavity opened and floating 
appendix removed, and opening in cecum left. Much 
mealy fluid escaped on second day; free fecal discharge 
from wound — wound becoming necrotic — and a diarrhea 
which continued until death thirteenth day. 

Was very superstitious, saying from the first he was 
going to die. Two brothers before died, each giving up 
from beginning of sickness ; one typhoid, one pneumonia. 

Influence on Longeznty, — The absurd statements made 
by supposedly intelligent and well informed people that 
removal of the appendix shortens, life needs only to be 
met with facts. Not one scintilla of evidence has been or 
can be brought to sustain such a statement. 

All evidence gathered by insurance companies and medi- 
cal men proves that the chance for long life is enhanced 
by appendectomy; in other words, the danger of death 
from appendicitis is eliminated. 

APPENDICITIS RECORD TO DATE, APRIL 1 6, I906. 

• No. Deaths 

1 Acute, 1st attack; operating during attack. 12 i 

2 Interval, operating after one attack 16 

3 Acute (oper. during attack) chronic relaps- 

ing 7 

4 Acute (oper. during attack), chronic recur- 

ring ^ • 6 

5 Interval (oper. during interval), chronic re- 

lapsing 139 

6 Interval (oper. during interval), chronic re- 

curring 40 
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6 
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No. Deaths 

7 Unclassified, belonging to the above six head- 

ings i8 

8 Abscess (operating during interval) I2 

9 Abscess (operating during attack) 42 

10 Beginning general peritonitis *. . 29 

11 Consultant (no record). 

12 Consultant, surgeon (no record). 

13 Appendices removed during other 

operations : class 2 i 

class 3 2 

class 5 21 

class 6 10 



355 10 
2.8% 
May 10, 1903. Transverse Incision 31 Cases. 

Total deaths 10 Cases 353 

Deduct septic nephritis (Class 1) ) « 9 

'* cholecystitis (Class 10) S 

3 353" -2.27% 

Deduct beginning general peritonitis 2 29 

~6 32? -1.8% 

Deduct acute abscess (delayed cases) 6 42 

"~0 "282 -0.0% 

Cases. D aths. 

Beginning general peritonitis 29 8-10.34% 

Acute abscess (delayed cases) 42 6-14 2% 

Removal of appendices; combined operations. Class 
I to 13 of appendix report : 

Class. No. 

x\cute intestinal obstruction i 

Acute intestinal obstruction 4 

Gastroptosis — -gastro-enterostomy 5 

Exploratory Taparotomy 6 

Exploratory laparotomy 5 
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Class. No. 

Caseous deposit in right kidney 5 i 

Tubercular peritonitis 5 3 

Left inguinal hernia, herniotomy 2 i 

Ventral hernia, post op. repair 5 i 

Dermoid cysts of ovaries, D. S-O 4 i 

Right pyosalpinx, D. S-O i i 

Double pyosalpinx, D. S-O 5 2 

Double pyosalpinx, D. S-O 13 i 

Cholecystitis, drainage 5 i 

Gall stones and adhesions 5 5 

Gall bladder adhesions 5 2 

Gall bladder adhesions and perforation into 

duodenum 5 i 

Nephropexy, right 5 7 

Nephropexy, right 6 2 

Nephropexy, right, and trachelorrhaphy .... 6 i 

Nephropexy, right and cystic ovaries 5 3 

Nephropexy, right and cystic ovaries and 

trachelorrhaphy 5 2 

Ovarian cyst, S-O 6 i 

Cystic ovaries, resection and suturing, or S-O . 2 i 
Cystic ovaries, resection and suturing, or S-O . 6 2 
Cystic ovaries, resection and suturing, or S-O. 5 12 
Cystic ovaries and intestinal adhesions — tuber- 
cular 5 I 

Cystic ovaries and retroverted uterus 5 2 

Cystic ovaries and hemorrhoids 6 i 

Cystic ovaries and double hydrosalpinx — tubes 

resected 5 2 

Sclerotic ovaries. Morph. habitue, D. S-O . . 6 i 
Prolapsed ovary ; retroversion, R. O. oophorec- 
tomy 5 I 

Perineorrhaphy 5 I 
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Class. No. 

Perineorrhaphy and cystic ovaries 5 i 

Perineorrhaphy and cystic ovaries 6 i 

Perineorrhaphy and trachelorrhaphy 5 2 

Trachelorrhaphy and cystic ovaries 5 3 

Trachelorrhaphy and cystic ovaries and ventro- 
fixation 6 I 

Fibroid of uterus, cystic ovaries, and fissure 

in ano 5 I 

Fibroid scirrhous ovaries, and double hemo- 

salpinx 5 i 

Ectopic pregnancy 5 i 

Pelvic abscess 5 i 

Curettement 5 i 

Curettement and hemorrhoids 2 i 

Acute cholecystitis and genl. peritonitis 10 i 

Retro-peritoneal abscess 9 i 

Acute nephritis ; Edebohls i i 

82 
S-O, Salpingo-Oophorectomy. R, right, D, double. 



VAGLNAL SARCOMA IN AN INFANT SEVEN- 
TEEN MONTHS OF AGE. 



By O. L. holmes, M.D., Covington. 



The case here reported was first seen on the 17th of 
June, 1903, having been referred to me for treatment by 
Dr. A. W. Shaw, of Monticello, Ga. 

The following history was elicited from mother : 
Parents healthy; child age seventeen months, female; 
has had no serious illness ; in the preceding February had 
a fall, after which it was fretful ; about three w^eeks after 
fall noticed that there was a slight pale reddish vaginal 
discharge, and child became very anemic, the discharge 
increased, and began to have a slight disagreeable odor; 
slight pain on micturition; bowels inclined to be consti- 
pated; about April noticed that there were small masses 
expelled from vagina after child strained at defecation; 
had been treated with vaginal douches and tonics wnth no 
improvement. The child presented an extreme anemic 
condition; temperature loi, pulse 130, and soft; was fret- 
ful and had difficulty on micturition, and bearing-down 
pains on defecation ; a mass about size of a small orange 
presented itself above symphisis reaching near the um- 
bilicus, soft and fluctuating; slight vaginal discharge, pink- 
ish in color, and some odor; no vaginal examination made 
at time; was prepared for operation on the 22d of June; 
after anesthetized a digital examination of vagina at- 
tempted ; the vagina was found filled with a soft, friable, 
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gelatinous, vascular mass, which curetted away with the 
finger, and about four to six ounces of a reddish gray 
material was removed, some odor; the infantile uterus 
could be felt, and did not seem to be involved, the tumor 
apparently springing from the anterior wall of vagina; 
after relieving this condition, about four ounces of urine 
was passed involuntarily and the abdominal tumor disap- 
peared ; the vagina was irrigated with a one to eight thou- 
sand permanganate of potash solution was packed with 
iodoform gauze. The child rallied from anesthetic nicely. 

The gauze was allowed to remain for three days, when 
it was removed, and was found to be saturated with a 
sero-bloody discharge. 

The irrigations were ordered daily, and child placed on 
tonic treatment. It improved in every respect for about 
six weeks. 

i\bout August the first mother noticed that the dis- 
charge was returning, and was of a very foul odor, and 
difficulty of defecation and micturition returning. 

It was returned for treatment on the sixteenth of Au- 
gust and a second operation was done, and about three 
ounces of the same character of material removed, only 
odor was more offensive. 

A specimen of this was sent to Dr. Claude Smith, of 
Atlanta, for a report on it. He reported that it was a 
specimen of sarcoma of the round cell variety. 

Child improved for a short period after second opera- 
tion, but soon relapsed and was returned and operated on 
three different times between the first of September and 
December, when death resulted. 

The growth returned rapidly after each operation; the 
temperature during the course of trouble was intermit- 
tent in character. 

The child at time of death presented a general anarsar- 
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cic and pyemic condition, death resulting from uremia and 
septicemia. 

No autopsy allowed. 

In connection with this case, I wMsh to present the re- 
ports and discussions of similar cases on record. Most 
authorities agree that it is of rare occurrence. 

Dr. Wrede, in 1903, reported a case in a child 21 
months of age. It had shown at first symptoms of fever 
and anorexia, later a small cauliflower growth was found 
protruding from vagina. It was removed by ligation, but 
recurred in two weeks. Repeated operation, tumor con- 
tinued to grow, and finally became associated with cys- 
titis, and continued fever before death, which occurred 
about twelve months after first seen. 

It was found to be a round and spindle cell sarcoma. 

C. H. Frick, in 1888, reports two cases. First, age 
seven months, presented a tumor, pale, «mooth, size of 
walnut, no symptoms of pain, hemorrhage, or discharge. 
Operation, removal of tumor from right anterior vaginal 
wall ; rapid recurrence and death. 

Was found to be a round spindle cell sarcoma. 

Case second, age two years, tumor size of walnut, 
originating from posterior vaginal wall near vaginal en- 
trance; operation, recurrence; second operation, tumor 
same character as first, that is, cylindrical, round and 
spindle-shaped cell. 

Child recovered, and was well three years after second 
operation. 

Piechaud and Guyot, in 1901, reported a case of pri- 
mary sarcoma in an infant two years of age. Tumor pro- 
truded from vagina, and gave rise to serious hemcr- 
rhage. Diagnosis of primary sarcoma of vagina. In- 
operable on account of size. Autopsy revealed a general- 
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ized, suppurating peritonitis to have been direct cause of 
death. 

Tumor originated from posterior vaginal wall, anterior 
wall was congested without ulceration. Uterus was not 
connected with tumor. 

Dr. Schuchardt, in 1888, cites several cases, two under 
his care. 

First, age seven months, tumor, smooth, pink, hazlenut 
size, at vulva, grew rapidly, difficulty on micturition and 
defecation. Tumor removed, composed of button-like 
polypi like bunch of grajpes, microscopical findings round 
and spindle cell sarcoma. Child died five months after 
operation from recurrence. 

Second case, age two years, six months, had pertussis 
lasting six to eight weeks. Tumor first noticed at that 
time, some pain and hemorrhage, tumor removed ; micro- 
scope showed round and spindle cell sarcoma. 

Tumor recurred seven months later and was removed 
again, tumor same as first ; no recurrence when last heard 
from. 

M. Sanger, in 1880, reports a case in a child three years 
of age. 

Two pedunculated polypus growths projected from 
vulva size of small grape, soft consistency and pinkish 
color. Tumor apparently attached to left lateral wall of 
vagina. It was suppurating. Operation, removal of por- 
tions of tumor. Radical operation not advisable; tumor 
was a typical round cell sarcoma. Child returned in two 
months with a recurrence ; result, death. 

Autopsy showed general anasarca and anemia. Acites, 
accompanied by suppurative peritonitis. Large sarcoma 
of anterior vaginal wall. Isolated polypi of posterior wall 
perforating abdominal cavity. Dilation of bladder and 
ureters. 
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A. Kolisko reports three cases in 1889. First, age 
eighteen months, died two weeks after admittance to 
hospital from polypus, vaginal sarcoma. 

Autopsy showed anemia of internal organs, nodular 
tumor of vestibule, infiltrating vagina, urethra, base of 
bladder and cervix uteri, followed by cystitis, pyelitis and 
pyelonephritis and pyometra, anemia and sepsis; micro- 
scope showed myo-fibro sarcoma. 

Second case, age twelve months, tumor protruded from 
left of vulva, presented a number of large and small 
polypi. Repeated operation with rapid recurrence after 
each, finally death about six months after first noticed; 
microscope showed round and spindle cell sarcoma. Neo- 
plasm originated in left vaginal wall, infiltrating rectum 
and vagina. Retention of secretion due to polypi caused 
pyometritis and suppurative peritonitis, causing death. 

Case three, age eighteen months, admitted to Bilbroth's 
Clinic in 1875. Tumor protruding from vulva about one 
month before admittance. No symptoms for two weeks. 
Vagina long. Removal. Improved, but vagina became 
filled with vegetation after operation; result death. 

Autopsy, neoplasm originating in anterior vaginal wall, 
tumor grew to size of w'alnut in six weeks ; microscope 
showed myo-fibro sarcoma. 

Kolisko also gives abstracts of eleven cases of sarcoma 
in children and concludes his paper, giving his opinion 
that only early and radical extirpation of primary tumor 
justifies one to hope for a successful issue. 

Dr. A. Power, in 1895-6, reports a case, age two years 
four months, admitted to hospital for retention of urine 
caused by tense swelling of vagina, said to date from 
measles fourteen months previous. Five months before 
admittance noticed small polypi projecting from vulva; 
died with symptoms of uremia. 
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Autopsy, tumor projecting from right wall and most 
prominent in upper part of vagina, whole mucous mem- 
brane of vagina studded with hundreds of polypi size of 
pea, adjoining organs congested; microscope shows 
healthy condition of serous and muscular coats of va- 
gina, sub-mucous connective tissue soft and gelatinous, 
filled with numerous small cells, the denser polypi of va- 
gina are round cell sarcoma with a great deal of fibroid 
tissue. 

He cites twenty-four cases collected from various 
sources. They are characterized by formation of nu- 
merous polypi resembling clustered grapes which arise 
from the walls of the vagina, malignancy usually local 
only. Treatment unsatisfactory, repeated currettings give 
temporary relief, most cases fatal in from one to two 
years after onset of symptoms. 

Rabe, in 1902, reports a case six months of age, which 
had symptoms of intermittent pain, accompanied by fre- 
quent and difficult micturition. Upon examination found 
a tumor size of a small nut, reddish in color at site of 
vestibule. It involved the urinary meatus, diagnosis sar- 
coma. Removal of uterus and vagina per laparotomy. 
Death from broncho-pneumonia. 

Strassman, in 1899, reports case, eighteen months. 
Suffered for about four months previous to examination 
from hemorrhage and foul-smelling discharge from va- 
gina. Pain on micturition, no fever, partly gangrenous 
tumor was projecting from vagina. Curretted and tam- 
poned with iodoform gauze; microscope showed large 
round and spindle cell sarcoma. Proposed to remove 
vagina and uterus per sacrum, gives no results. 

Dr. A. W. Lee, in 1901, reports a case of primary sar- 
coma in a child two and a half years first seen in 1899; 
watery and bloody discharge had been observed for some 
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months previous, several polypi projected from vulva. 
Around vaginal and urethal entrance numerous growths 
of firm consistency. 

Elastic tumor felt in abdomen reaching to umbilicus. 
Vagina dilated and filled with soft growth, many pedun- 
culated, recto-vaginal and vescico- vaginal walls involved ; 
microscopical findings, sarcoma. Died in thirteen months 
after first seen. 

E. H. Starfinger cites a case reported by Steinthall, 
child two years, duration of disease twelve months. Tu- 
mor removed after eight months' duration. Recurrence 
in eight weeks. Death six months later from uremia. 
Tumor originated from anterior vaginal wall. Micro- 
scopical findings, round cell sarcoma. 

He also reports a case, age eighteen months. Dura- 
tion of disease six months, first seen in sixth month of 
disease. Soft, friable tumor occupies whole of posterior 
vaginal wall: Removal with currette, tamponed; death 
in three weeks. Microscope showed large, round and 
spindle cell sarcoma. 

Hesterman cites a number of cases by other authors, 
among them : 

Dr. March, child two years seven months, tumor on 
anterior vaginal wall, polypi growth, metastasis on pos- 
terior wall of bladder. Course of disease six months. 
Operation ; seven recurrences, death. 

Case by Sathman, age two years six months, tumor on 
anterior wall of vagina, base size of a dollar, polypi 
growth protruding from vagina. Small tumor also in 
posterior wall of bladder. During course of disease ex- 
perienced difficulty in walking, painful micturition, inter- 
mittent fever and hemorrhage. Operation; recurrence, 
death. Microscope, round cell sarcoma. 

Case by Hauser, child aged twelve months, tumor on 
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anterior vaginal wall towards right. Microscope, round 
spindle cell sarcoma. First symptom at six months of 
age. Operation ; recurrence at short intervals, death. 

Dr. B. Brown presented a sarcoma of vagina in a child 
three years old to the Gynecological and Obstetrical So- 
ciety of Baltimore, and Dr. Kelly, in discussing it, said: 
"They begin as more or less irregular flat, sessile tumors 
in the anterior wall of vagina. They occur usually in the 
very young. In two cases tumor appeared to be con- 
genital. ' They are found in the majority of cases on the 
anterior wall. They do not spread by metastasis. The 
metastasis being local, or only a short distance* from the 
area of infection. In another respect they are peculiar, in 
that they contain straight muscular fibres." 

Dr. Munz discusses the occurrence of sarcoma in chil- 
dren and adults and says : "The majority occur between 
six months and three and a half years. Prognosis grave, 
disturbances produced are slight in beginning, but soon 
become serious. Recurrences always follow operations 
from several weeks to two months after operation. The 
recurrent growths have same character, only they grow 
more rapidly and degenerate sooner than the primary 
tumor. Average duration about twelve months. Treat- 
ment is operative always. Life is prolonged, but death 
finally results." In addition to the above statements, we 
may add that they are composed principally of round and 
spindle-shaped cells. 

In closing this paper, I wish to thank Major McCaw, 
Surgeon-General U. S. Army; Dr. Charles A. Pfender, 
of the U. S. Army Medical Museum, of Washington, D. 
C. ; Dr. Claude Smith, of Atlanta, Ga., and A. W. Shaw, 
of Monticello, Ga., and Mr. Lamar, of Covington, for 
valuable assistance. 

The authorities quoted herein will be found on record 
in the United States Army Medical Museum Library. 



ANTIPYRESIS AND ITS FEASIBILITY. 



By REMBERT H. THIGPEN, M.D., Augusta. 



METABOLISM. 

Animal protoplasm, a highly complex organic mole- 
cule, depends for existence upon metabolism — upon the 
assimilation of elements represented in its structure, 
and the liberation of radicals whose formulae have, 
through chemical alteration physically produced, lost 
the valency of union. A veritable citadel, then, of 
continuous molecular change is protoplasm. So long, 
however, as assimilation equals expenditure the quality 
of the compound remains unaltered; when expenditure 
outstrips assimilation, the course is clearly that of ex- 
haustion. Again, the quality of protoplasm is perverted 
to the extent of any heterologous radical that disease may 
cause to be appropriated. Complete exhaustion differs 
from dissolution in that the molecule in the latter instance 
is rapidly torn asunder through the exceeding valency 
of its component radicals for a foreign agent. 

Like animal protoplasm, the vegetable organism repre- 
sents a highly complex organic molecule, and the same 
conditions ginern its existence. An important exception, 
however, is derived from the fact that the organism never 
being put to physical wear, its molecular change is always 
a pliase of dissolution : so long as the agent with exceed- 
ing valency is not applied, no molecular change occurs. 
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combustion. 
Digestion is periodic, but assimilation is contin- 
uous, and fluctuates according to demand, i. e., ac- 
cording to the quantity of katabolic radicals exertion is 
causing to be liberated through its physical alteration of 
their formulae. These radicals are not excreted in their 
nascent form; oxyhemoglobin loses its oxygen to their 
greater valency and combustion obtains. The result is 
summed up in excrementitious matter on the one hand, 
and deoxygenated blood on the other. 

toxigenesis. 
When animal protoplasm and the vegetable organ- 
ism are brought in contact, each contributes one or 
more radicals to the formation of a new molecule — 
the toxin whose constituent radicals are of sufficient va- 
lency to have effected their severance from the original 
compounds, leaving the progenitors in an altered condi- 
tion varying in extent from slight lameness to absolute 
dissolution, depending upon the importance to the struc- 
ture of the radical lost, and upon whether assimilation 
will effect readjustment. When the process is sufficiently 
active to demand an extraordinary supply of assimilative 
material, reflex congestion occurs and the sum total of 
phenomena is styled irritation. 

TOXEMIA. 

Toxins are readily soluble and pass into the gen- 
eral circulation, where a second chemical change is 
undergone. Radical "A" of the toxic molecule is appro- 
priated; radical "B" remains free in the circulation. (A 
complex organic molecule is separable into radicals dis- 
similar in formulae to those that originally effected the 
compound.) Protoplasm appropriates radical "A" at the 
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expenditure of one of its own constituents ; the latter is 
promptly combusted — so much dissolution being imposed 
upon oxyhemoglobin. The total exchange finds radical 
"B," heat and deoxygenated blood free in the circulation ; 
and further, the perversion in protoplasmic quality that 
radical ''A'' has installed, and the degree of exhaustion 
that katabolism has incurred. It remains for us to con- 
sider the physiological action of these factors and to esti- 
mate the significance of their cast — exhaustion. 

HEAT. 

The thermic nervous apparatus governs the vol- 
ume of protoplasm. Stimulation of the genetic center 
produces molecular expansion; the atomic continuity be- 
comes lax, and exchange easy. When extreme the slight- 
est alteration in the formula of a katabolic radical may an- 
ticipate its greater valency for oxyhemoglobin. The 
amount of heat, then, depends upon the extent of kata- 
bolic prematurity, while the latter in turn depends upon 
the degree of molecular expansion. Stimulation of the 
inhibitory center, by contracting protoplasmic volume ob- 
viously renders exchange difficult ; indeed, if the stimula- 
tion be sufficient, complete suspension of metabolism may 
pesult — heat generation falling to zero. When fully 
stimulated, inhibition may mask the genetic action, but 
the influence does not reach so far as to prevent the libera- 
tion of a katabolic radical that has reached its maturity. 
A third heat center — the thermolytic, w^hose function it is 
to facilitate heat dissipation, acts through the circulatory 
medium by depressing the cardiac and vasomotor centers. 
Heat dissipation implies "radiation" and "evaporation." 
Direct abstraction results from mechanical application. 

Heat depresses the cardiac muscle direct, the cardiac, 
vasomotor, respiratory and thermoinhibitory centers. It 
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therefore facilitates its own dissipation, and increases 
heat formation. The latter it does, first, by paralyzing 
opposition to the genetic, and, second, by the fact that 
under its direct influence protoplasmic volume expands 
whence metabolism becomes chaotic to the furtherance 
of exhaustion. It is salutary only in that it provides 
deoxygenated blood (vide infra). The latter, then, is 
purchased at a ratio of exhaustion, the extent of which 
determines a limitation to the salutary scope of fever; 
in fact, fever would at no stage be salutary if metabolism 
could be suspended with some nondepressant agent, be- 
cause such procedure would not only preserve protoplasm, 

I but would preclude the presence of radical "B'' and heat 

i in the circulation. 

' DEOXYGENATED BLOOD. 

' Blood deprived of oxygen is by irritation exci- 

I tant to the cardiac muscle direct, to the cardiac, 

■ vasomotor and respiratory centers, effecting an in- 
creased intake and a rapid distribution of oxygen. In 
course of time, however, this autoexcitation if excessive 
will, by incurring vast expenditure within the protoplasm 
of the "means apparatus,'' bring about exhaustion where- 
by the means of physical resistance is not maintained. 
Physical resistance is a comparative term, i. e., the clini- 
cian, by consideration of the febrile symptoms, estimates 
the antagonistic power of deoxygenated blood as com- 
pared with the unknown virulency of radical "B;" with 
Jhe same thought he reckons on the degree of protoplasmic 
exhaustion necessary to maintain the deoxygenation, 
which latter information is indexed in the general con- 
dition of the patient. 

Radical ^'B" remaining free in the circulation exercises 
depression upon the respiratory, cardiac, vasomotor and 



316 Antipyresis and its Feasibiuty. 

thermogenetic centers, amounting when extreme to algid 
collapse. The genetic depression attains prominence only 
in cases of extreme virulency; the effect is too remote to 
come in for salutary claim. The respiratory and circula- 
tory depression effects a decreased intake and a faulty dis- 
tribution of oxygen — combustion being, to an extent, in- 
terdicted. It is true that combustion is, in point of time, 
second to exhaustion, but the presence of combustion in- 
creases exhaustion ; besides, heat is more depressant than 
is an uncombusted potion of katabolic radicals, whose 
premature liberation implies a retained quota of nutritious 
atoms. Again, the circulatory depression facilitates heat 
dissipation, and obviously lessens the general blood pres- 
sure upon a congested area. 

ANTIPYRESIS. 

There are three modes of reducing heat: (i) by 
iiicreasing its radiation and evaporation with circula- 
tory depressants; (2) by abstracting it directly with 
cold, and (3), by checking its formation with the caal-tar 
class. 

We have seen that exhaustion is the essential harm of 
fever. Then would thermolytic agents, since the heat 
they remove occurs only on the afterside of exhaustion, 
accomplish any material good? The answer is yes, for 
we have seen how retained heat increases heat and ex- 
haustion. The thermolytic effect, however, of these 
agents is not announced until considerable depression else- 
where has been wrought-^sufficient depression to render 
the agent impracticable. Exception, however, occurs, as 
when a heart irritated by deoxygenated blood and heat, 
and resisted by high pressure, becomes abnormally force- 
ful in its action. By the time the depressant phase of 
aconite is expended in reducing such a heart to its normals 
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the vasomotor effect with its consequent thermolysis 
is well under way. In sthenicus, then, thermolysis and 
metabolic rest (especially of the cardiac muscle), are pur- 
chased with a depression that is actually, within itself, 
beneficial. Further, any dose of a vasoconstrictor suffi- 
cient to contract the vessels of a congested area, would 
raise to a fatal height the general pressure; a smaller 
dose of the same drug would naturally feed with more 
blood the engorgement. Here aconite would reverse the 
condition. 

Cold. — By the direct abstraction of heat, cold mitigates 
metabolic agitation, disburdens the thermoinhibitory, car- 
diac, vasomotor and respiratory centers, and reflexly 
awakens them from their depression under radical "B." 

The Antipyretics. — Under the influence of these agents 
fever temperature declines, even though thermolysis be 
checked with atropia; further, the excrementitious out- 
put is decreased. (There is a temporary increase, due 
probably to the transient circulatory stimulation, whereby 
the blood is purged of the excrementitious matter on hand 
at the time of administration.) It is probable, then, that 
their action is chiefly upon the thermic apparatus, and ac- 
cording to their known action upon nervous tissue else- 
where, that the nature is that of depression. The indica- 
tions are that they paralyze the genetic center, whereby the 
inhibitory, left unopposed, exercises its contractile power 
upon protoplasm, whence metabolism is suspended. A 
proportion of that force (oxygen) which is so instrumen- 
tal in the removal of the katabolic radical, is otherwise 
utilized in the oxidation of the antipyretic, by which means 
it is converted into its active form, thus leaving unmo- 
lested a portion of katabolic radicals to their full ma- 
turity. 
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In comparison, the thermolytics necessitate circulatory 
depression, and even then the metabolic rest is remote. 
The antipyretics, on the other hand, are antipyretic only 
by virtue of their power to arrest metabolism, and this 
they do, even though the circulation be kept at its normal 
with corrective stimulation. The thermolytics are indi- 
cated in sthenic cases, and especially w^hen of congestive 
type. The antipyretics are indicated, ( i ) when the com- 
fort of the fevered patient is worth the depression; (2) 
when the degree of exhaustion demands metabolic rest; 
they are contraindicated ( i ) when, as in adynamia, pro- 
toplasm is unable to respond; (2) when, by reason of 
idiosyncrasy, the depression is out of proportion to the 
degree of antipyretic benefit. In these instances con- 
venience is ignored, and preference turns to hydro- 
therapy. 



THE EARLY DIAGNOSIS OF PULMONARY 
TUBERCULOSIS. 



By T. E. OERTEL, M.D., Augusta. 



It would almost seem that one should premise a paper 
upon the above subject with an apology for its presenta- 
tion. This for two reasons; first of which is, that the 
necessity for early diagnosis of tuberculosis is self-evi- 
dent and needs no argument, and, secondly, because of 
the multiplicity of papers of like kind that are being read 
before various bodies, both lay and medical, and which 
appear in popular periodicals, as well as in our medical 
journals. 

But in spite of these facts I do not crave your pardon, 
but rather claim your earnest attention, while I briefly 
outline a few of the facts relative to the necessity of early 
diagnosis of tuberculosis and the chief means at our dis- 
posal of arriving at this end. 

In spite of all that has been said and written, it is un- 
fortunately true that two classes of people need instruc- 
tion in this matter.. I refer to the medical profession and 
the people at large. 

The medical man must take upon himself the task of 
educating the public, and unless he be competent there 
will result the disaster that always befalls when the blind 
essays to lead the blind. 

No one will deny that the best results may be hoped for 
when tuberculosis is discovered in its incipient stage. No 
one who has had special experience in the treatment of 
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tuberculosis, but will sadly bear witness to the fact that 
in a very large majority of tubercular patients the diag- 
nosis is not made until the disease has advanced to the 
second and often to the third stage. 

In order that I mayxbe intelligently followed, it may be 
well to define what is meant by the designating of certain 
stages in the progress of tuberculosis. 

There is, of course, no hard and fast line in the matter, 
and yet it is necessary for us to have some sort of classifi- 
cation. 

At the last meeting of the National Association for the 
Study and Prevention of Tuberculosis the committee on 
clinical nomenclature presented the following modification 
of Turban's scheme. The report of the committee was 
adopted, and the plan laid down by them should be fol- 
lowed in order to obtain uniformity of nomenclature in 
the United States. 

To be used in connection with Turban's scheme of di- 
viding the stages into I, II and III : 

Slight initial lesions in the form of infiltration 
limited to the apex or a small part of one 
lobe. 

No tuberculous complications. Slight or no 
constitutional symptoms (particularly in- 
cluding gastric or intestinal disturbances or 
rapid loss of weight.) 

Slight or no elevation of temperature or ac- 
celeration of pulse at any time during the 
twenty-four hours, especially after rest. 

Expectoration usually small in amount or ab- 
sent. Tubercle bacilli may be present or 
absent. 



Incipient. 
(Favorable.) 



I 



McDERATELY 

Advanced. 



No marked impairment of function either local 
or constitutional. Localized consolidation 
moderate in extent with little or no evidence 
of destruction of tissue or disseminated 
fibroid deposits. 

No serious complications. 



Par Advanced. * 
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Marked impairment of function local and con- 
stitutional. Localized consolidation intense ; 
or disseminated areas of softening ; or seri- 
ous complications. 



Acute Miliary Tuberculosis, — Turban uses the terms 
**open and closed tuberculosis'' to indicate the presence 
or absence of tubercle bacilli from the sputum. 

The report of the Massachusetts State Sanatorium for 
1904 shows during the past five years a steady increase 
in the cure of incipient cases, which in the latter year 
reached 75.8 per cent. ; a most flattering result. 

I am compelled to quote further from this report, as 
follows: "When we state, as we are able to in recent 
years, that between 45 and 50 per cent, of all cases have 
left with the disease arrested, we are massing all our cases 
together. When we show that among the cases which 
seem to be really incipient between 70 and 80 per cent, 
leave with the disease arrested, it is only a proof of what 
we are constantly endeavoring to teach, viz. : not to wait 
until the symptoms are well marked, but to send patients 
at once, when the first symptoms appear." 

These words show us that it is not alone in Georgia 
that tuberculosis is overlooked until it is well advanced. 
But in the incipient stage it is seldom recognized with us, 
especially if still closed. It behooves us to enquire into 
the reasons for this condition. To my mind they are not 
difficult to find. . 

A large number of persons with early tuberculosis have 
symptoms which are slight, which are attributed by them 
to things of less moment, and for which they do not con- 
sult the family physician until some more than usually 
severe exacerbation causes them to become alarmed and 
to seek medical advice. This is one very important rea- 
son why the disease is not sooner detected in many in- 
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stances. For this condition there can be but one remedy, 
and that is the education of the general pubHc relative to 
the question of tuberculosis. This subject is quite beyond 
the scope of the present paper, and must be dismissed with 
only the further statement that it devolves upon ourselves 
to so educate the public. 

The other reason why early tuberculosis is so often un- 
discovered is quite as evident, and concerns us directly. 
I desire to be clearly understood, and I wish every doctor 
in Georgia were within the sound of ray voice. This 
other reason is the incompetency of the doctor. 

Do you consider, gentlemen, that this is a hard thing 
to say? I am ready to admit that it is not a pleasant 
thing, but I am ready to maintain that it is a true thing, 
and if I am .correct in this, then it is high time that we 
set about altering such a condition. 

You all know that tuberculosis kills more people than 
all other contagious diseases combined, excluding pneu- 
monia. . This being the case, it is the duty of the doctor 
to exclude tuberculosis in every case where there is a 
possibility of its being present. 

The fact of the general prevalence and great frequency 
of tuberculosis should be ever before him, together with 
the further fact that it may present a symptom complex 
that may prove exceedingly difficult of solution. 

I believe, however, that most of the casei; of early tuber- 
cuiosis that are overlooked by the physician are not recog- 
nized for the reason that the true condition was not sus- 
pected, or, if suspected, a waiting policy was pursued, 
rather than a vigorous endeavor to probe the question to 
the bottom. This codliver oil and wait-a-while form of 
treatment can not be too strongly condemned. 

In any case of suspected tuberculosis it is the paramount 
duty of the attending physician to at the earliest moment 
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determine the true diagnosis. To calmly wait for a fur- 
ther extension of the pathologic process is nothing short 
of criminal. 

Most common among the conditions with which early 
pulmonary tuberculosis is confounded are malaria and 
indigestion, with typhoid fever following a good third. 

There is no more maligned creature in existence than 
the malarial parasite. It is no exaggeration to say that 
in this section fully one-half of the cases of tuberculosis 
one sees have been erroneously treated for malaria. An 
investigation of the case according to modern methods 
of diagnosis should lead to an early recognition of malaria 
in most instances. It is needless to say that microscopic 
examination of the blood is of first importance. How 
often this is done in cases of suspected malaria, I leave you 
to judge. This is not always possible, perhaps not always 
necessary I readily admit, but that it is not more generally 
possible is due to faulty equipment on the part of the 
general practitioner, who has failed to provide himself 
with the necessary apparatus and special knowledge that 
in these latter days he should have. 

It will be well, then, to lay down the following dictum : 
In every case of malaria where the correctness of the di- 
agnosis is not proven by the finding of the parasite in the 
blood or the immediate recovery of the patient under the 
administration of quinine, tuberculosis must be considered 
as a possible causation of the symptoms. Such a course 
will bring to light many a tubercular infection at a period 
when, with proper treatment, the patient may recover, 
when a further delay in a correct diagnosis would have 
put him beyond the pale of hope. 

First again in importance is the microscopic examina- 
tion of sputum for the tubercle bacillus, because when 
this organism is demonstrated the diagnosis is settled be- 
yond peradventure. 
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It should not be forgotten that in early cases it may- 
be necessary to make repeated and very careful examina- 
tions before the bacillus is found, and that the patient 
must be instructed to preserve that material which he 
raises from the lungs, preferably during the early morn- 
ing, and to avoid as faj* as possible contamination of this 
by saliva or nasal secretion. Above all, should the ex- 
amination of the sputum fail to show the tubercle bacillus, 
the physician must not rest in fanciful security. It is in 
the closed stage, when the tubercle bacilli are not in the 
sputum, that it is of the utmost importance to make cer- 
tain the diagnosis, and it is in such a condition that the 
utmost skill of the physician is called into play. 

If tubercle bacilli have been found in the sputum, it 
remains only to determine the location and extent of_the 
lesion ; if they be not found, we must determine by other 
means whether there be a tubercular focus present. The 
use of tuberculin as a diagnostic measure is often, in 
selected cases, of great value. It should, however, never 
be employed except with the greatest care, and usually is 
not necessary. 

In arriving at a diagnosis in a case in the incipient, 
closed stage one must consider every detail ; for only by 
systematic and careful methods is it possible to attain 
proficiency and accuracy. We must never lose sight of 
the fact that a correct diagnosis is of vital ^md momentous 
importance to the patient, and our failure to detect tuber- 
culosis in its early stage may cost him his life. On the 
other hand, a diagnosis of tuberculosis when rt does not 
exist is a serious thing, as it may alter the whole course 
and future conduct of our patient and debar him from 
some chosen pursuit, in fact change the entire course of 
his existence. We must diligently enquire into his family 
history. If this shows the frequent occurrence of tuber- 
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culosis in near relations, it furnishes valuable evidence 
of predisposition to the disease. Age and sex are to be 
considered, tuberculosis being pre-eminently a disease of 
youth and occurring particularly in young males. Fifty 
per cent, of all cases occur between the ages of i8 and 
25. Loss of weight may be the first symptom noticed by 
the patient. He is easily tired and has indigestion and 
appetite is poor. 

The character of the pulse is valuable. In nearly all 
cases there is either tachycardia or an irritability of the 
heart, due to toxemia and resulting in a rapid pulse upon 
slight exertion or excitement so that it may even reach 
120 or more, while the temperature is either normal or 
slightly elevated. 

Afternoon rise of temperature, even though slight, 99.5, 
is of the utmost significance. Often exercise will increase 
the temperature to or beyond the above degree. In women 
it has been shown that at the menstrual period there is 
often a characteristic afternoon rise of temperature, in- 
creased pulse rate, and the presence of physical signs other- 
wise absent. 

Hemoptysis is often the first symptom observed by 
the patient, and may usher in an open tuberculosis which 
in the closed stage had caused no temperature of especial 
note. 

Cough may and usually does exist early, even before 
the open stage, and is normally of the hacking variety 
when dry, which becomes a mere clearing of the throat 
when expectoration is established. 

The signs revealed by physical examination are, of 
course, of the utmost consequence, but beyond the scope 
of this paper. 

For definite information relative to them I must refer 
you to the text-books on the subject. The recent work 
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of Turban is an excellent manual that you will find of 
great service. 

The purpose of this paper is not to present anything 
new, and it is manifestly impossible and foolish to en- 
deavor in so limited a space to thoroughly review the 
methods of diagnosis and treatment of tuberculosis. My 
only purpose is to call attention to the distressing fre- 
quency with which cases of pulmonary tuberculosis pass 
unrecognized until they have become almost hopeless, and 
to urge the necessity for more careful methods of diag- 
nosis. 

We all make mistakes, but it is our duty to make as 
few mistakes as possible. Some mistakes are excusable, 
but when human life and happiness is the prize for which 
we play we can not afford to make even excusable mis- 
takes. 



DIAGNOSIS AND TREATMENT OF PULMO- 
NARY TUBERCULOSIS. 



By H. F. HARRIS, M.D., Atlanta. 



The medical profession has been so often disappointed 
in the treatment of pulmonary tuberculosis with the ordi- 
nary remedies — has witnessed the rise, decline and fall 
of so many vaunted new specifics for this terrible disease, 
that it has reached a condition w^here failure is expected, 
and the whole subject. of the therapy of this malady is 
regarded with apathetic indifference. To such an extent 
is this true, that I find we have almost as a whole disre- 
garded and overlooked the really wonderful advances in 
more recent times that have been made in the treatment 
of this affection. 

The combat against this terrible foe that has placed us 
in a measurable degree of victory has not been carried on 
in the pseudo-scientific journals of ''bio-chemistry," the 
morning gazettes of ''the newer remedies/' or the even- 
ing telegrams of the ^'alkaloidal specifics," nor yet in the 
daily lay newspapers, one of the special prerogatives 
which the vast majority of them exercise being the dis- 
semination of misinformation generally, and more par- 
ticularly on medical subjects. In our own land this seem- 
ingly hopeless combat was begun nearly three decades 
ago in the lonely and, at that time, uninhabited wilderness 
of the Adirondack mountains of northern New York, a 
combat to which no admiring onlookers lent applause, as 
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silent and grim as the icy peaks of the surrounding hills. 
Here, all alone, a weak and emaciated invalid, himself a 
sufferer from this frightful malady, struck the first blow 
in the great fight which has resulted in such unparalleled 
good to mankind, and which is destined in the future lo 
be of infinitely more benefit to suffering humanity. All 
honor to Trudeau, one of the greatest philanthropist and 
physicians of this, or any other time. To him has fallen 
the happy lot of knowing that thousands are now strong 
and well, who, but for him, would have long siri.:c passed 
away the victims of one of the most terrible and loath- 
some of all diseases. 

With this great example before us it is our duty to let 
the world know what can be done to combat the great 
scourge of tuberculosis, and it behooves us as true phy- 
sicians to do all in our power to further the great ends 
that have been already so nobly striven for. 

In order that this may be done nothing is so essential 
as for us to inform ourselves as to all that is requisite in 
the recognition of tuberculosis in the earliest stages, and 
then impress upon our patients the necessity of prompt and 
energetic action. I think, then, that nothing could be 
more timely than for us to take up this subject, and with 
renewed ardor never to allow it to rest for a moment so 
long as this great scourge continues its ravages among us. 

Incipient tuberculosis is the form in which the disease 
is pre-eminently amenable to treatment, and it is therefore 
particularly to this period of the affection that our endeav- 
ors should be most directed in our attempts at its recog- 
nition. This incipient tuberculosis was defined at the last 
meeting of the National Association for the Study and 
Prevention of Tuberculosis, as follows : 

"Slight initial lesion in the form of infiltration limited 
to the apex or a small part of one lobe." 

*'Xo tuberculous complications. Slight or no constitu- 
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tional symptoms (particularly gastritic or intestinal dis- 
turbances or rapid loss of weight), 

'^Slight or no elevation of temperature or acceleration 
of. pulse at any time during the twenty-four hours, espe- 
cially after rest. 

"Expectoration usually small in amount or absent. 

"Tubercle bacilli may be present or absent.'' » 

DIAGNOSIS. 

The symptoms observed at this period of the dis- 
ease are usually so slight that they are altogether over- 
looked. The patient may, or may not have observed that 
his general health is not quite up to the normal, or he may 
have noticed slight loss of appetite, or symptoms of indi- 
gestion ; a cough is frequently complained of, and quite a 
number of patients expectorate blood-stained mucus; in 
some cases the pulse is slightly accelerated, and particular- 
ly toward evening, the temperature may be somewhat ele- 
vated. The classical symptoms of the disease, such as 
loss of weight, anorexia, severe intestinal disturbances, 
cough, expectoration of quantities of thick, tenacious 
muco-purulent material, rapid respiration, fast pulse, 
sweats, fevers and chills come on during the latter stages 
of the affection. 

In these incipient cases physical examination is of the 
utmost value in making a diagnosis. A careful examina- 
tion of the apices of the lungs will generally reveal the 
presence of rales, which become particularly numerous af- 
ter coughing. Over the infected region the respiration is 
usually somewhat prolonged, and of a higher pitch than 
normal, but in the very early stages of the affection these 
signs may not be observed. After a certain amount of 
consolidation has occurred more or less dullness may be 
made out. Typical bronchial breathing, or cavernous res- 
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piration with flatness on percussion are signs that will 
only be found in advanced cases. 

Of course, the examination of sputum for the germ of 
tuberculosis is at all times of great value, and if the dis- 
ease be suspected, daily investigations should be made 
until the matter is definitely settled; in some cases it is 
only after a careful search of many weeks that the bacilli 
are finally found. 

In the short period during which the world went wild 
on the subject of the treatment of consumption by tuber- 
culin it was observed that among the most unpleasant ef- 
fects produced by the injection of this substance were the 
rapid rise in temperature, fast pulse, severe pains in the 
muscle, and, in addition, increased number of rales in 
the chest. Similar effects were observed in tuberculous 
animals after injections of this substance; veterinarians 
quickly took advantage of this fact by injecting tuberculin 
for diagnostic purposes. 

The results that followed the treatment of consumption 
with this agent were so di§astrous that in the reaction that 
followed the drug was tabooed, and it is only quite re- 
cently that its value as a diagnosic agent in human tuber- 
culosis is being generally recognized. 

In using tuberculin for the purpose of diagnosis, the 
initial dose should be small, — i mg. being quite sufficient; 
if no symptoms follow 2 mg. may be administered after a 
period of two or three days, and if still no effects are pro- 
duced, 3, 5 and lo mg. at intervals of several days may be 
given. Trudeau sometimes waits for several days and 
gives another dose of lo mg. where the disease is strongly 
suspected, and no reaction has followed the previous in- 
jections. 

When given cautiously in this way all experts on the 
subject agree that no ill effects follow, and as it offers the 
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means of making a diagnosis before general symptoms, or 
physical signs make the nature of the malady clear, there 
can be no question of its great value, and that it should be 
generally employed for this purpose. 

It is noteworthy that in more advanced cases the reaction 
fails to follow the administering of tuberculin, probably 
for the reason that the body is already so flooded with 
the poison of the germ that the addition of a small amount 
of tuberculin is not taken notice of by the system. 

It affords me great pleasure to say that the laboratory 
of the State Board of Health is now in process of manu- 
facturing tuberculin, and that within a short time it will 
be supplied free to all physicians in Georgia. 

I would like also to emphasize the fact, which our phy- 
sicians do not seem to be generally aware of, that we 
are making free examinations at our laboratory for tuber- 
cle bacilli, and that reports are promptly furnished physi- 
• cians who send sputum to us. Not only are these examina- 
tions of great importance to the unfortunate victim himself 
but are of the utmost value to those w^ho come in contact 
with him. I am sOre that most of us have seen instances 
where an individual has contracted tuberculosis, and has 
undoubtedly infected other members of his family before 
the nature of the malady was recognized ; under such cir- 
cumstances an early diagnosis with proper instructions to 
the patient as to general hygienic precautions and the 
disinfection of his sputum would undoubtedly prevent 
such disastrous occurrences. 

TREATMENT. 

The treatment of tuberculosis along modern lines 
is marvelously simple; briefly stated, it consists in 
putting the patient practically out of doors night and 
day, in rest as long as the disease is active, and in sup- 
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plying a sufficient quantity of good wholesome food. 
When treated in this way patients improve to an incredi- 
ble degree in a very short period of time, and where the 
disease is truly incipient, six months to a year suffices for 
a complete cure in a large number of instances. 

In a recent visit made to the great sanatoria of the 
North, I was perfectly astounded to see the wonderful 
effects produced by this treatment. The patient appeared 
almost without exception perfectly well, and exhibited ab- 
solutely no outward evidence of the character of the dis- 
ease from which they were suffering. I am sure it is not 
an overstatement when I assert that it would be almost 
impossible to collect together in any part of the world art 
equal number of individuals who would appear to be in 
such perfect health. 

That we have in Georgia a large number of places 
where tuberculosis can be successfully treated there can 
be no question. The best informed all now agree that if 
the outdoor life, rest and proper feeding be carried out,, 
it makes comparatively little difference where the patient 
is treated; of course, it is admitted that good country air 
is best for tuberculous patients, as it is for every one else,, 
but even this is not essential. For a majority of patients- 
an altitude of from 1,500 to 2,500 feet is 10 be preferred, 
and fortunately we have a number of such places within 
our State which are easily accessible. 

At the instance of Dr. L. G. Hardman, ^ member of 
this Association, the Legislature, at its last session, passed 
an act ordering an investigation as to the feasibility of 
erecting a State sanatorium for the treatment of tubercu- 
losis, and I am quite sure that the bare statement of this 
fact will enlist the unanimous help of this Association ia 
the support of this measure. 
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DISCUSSION ON DRS. OHRTEL'S AND HARRISES PAPERS. 

Dr. E. C. Thrash, of Atlanta : It would be putting it 
mild to say that these papers are good ones. They are 
strong papers by strong men, and we should give them 
due consideration and attention. 

The fact that this is a hackneyed subject should not 
induce us to become indifferent. When we go into tlie 
clinic and witness nothing but cases of tuberculosis, and 
say to the students, "Gentlemen, we have nothing but 
tuberculosis this morning,'' the boys are apt to laugh. And 
that feeling follows too much through our lives. \Vc are 
too indifferent. When we see tuberculosis, when we hear 
about tuberculosis, when we see so many articles written 
on the subject, and are overwhelmed, so to speak, with 
talk on the subject, we become entirely indifferent. And 
it has got to be too much of a custom among physicians, 
as Dr. Oertel has said, to examine a man and if he has a 
cough, or elevation of temperature^ or something by 
which we might suspect incipient tuberculosis, to wait and 
see what it will develop into. Probably the physician will 
say the patient will get well after a cursory examination ; 
but later he may find that the tuberculous process has 
progressed rapidly, and that the patient is now beyond 
treatment or the possibility of a cure. After he has col- 
lected liberal fees from his patient, from time to time, he 
tells him to go West, and the patient does so with per- 
haps little or no benefit from the change of climate. Too 
much of this is carried on. It is useless, after a man is 
emaciated and his vitality very materially lowered, to 
advise a change of climate, because nothing on earth then 
will restore the bodily functions of such a patient. 

What we need is to be alert and carry out the principles 
advocated in these papers, to grasp the idea at once of 
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possible incipient tuberculosis in such a case and put the 
patient on a plan to bring about a cure, and quit giving 
these quasi-consumptive cures, cod liver extract, cod liver 
o:!, etc. Samples of such preparations are left on our 
desks for trial, and in my experience they are absolutely 
useless. I have abandoned cod liver oil entirely. I do 
not give any of the hog fat or any. of the oil products. 

Again, we are prone to rely too much on the micro- 
scope. A specimen of sputum is examined and the report 
comes back that it is not tuberculosis. The tubercle ba- 
cilli have not been found in the sputum. We are conse- 
quently told that the patient has not tuberculosis. The 
patient is satisfied. In two months or more, however, 
the disease has progressed to such an extent that very 
little can be done for the patient. The mere fact that we 
fail to find tubercle bacilli in the sputum does not make it 
clear that we should regard the case as non-tuberculous 
by any means. The tubercle bacilli may be overlooked 
or not found on account of lack of proper technique ; or 
the tubercular mass or process may not have broken 
down, and the tubercle bacilli may not be thrown oflf ; and 
one of the most fruitful sources of error is that nine-tenths 
of the sputum we get for examination is taken from the. 
upper air or nasal passages. 

Dr. H. McHatton, of Macon : I am very glad indeed 
to have heard these papers, and that this subject has been 
brought before the Association. The early diagnosis of 
tuberculosis is one of the most important things before 
the profession to-day, because so many of us see cases 
constantly, yes, daily, where the diagnosis has been neg- 
lected. In the majority of cases there is neglect in mak- 
ing a diagnosis simply because the mass of general prac- 
titioners do not take sufficient care to examine patients. 
The diagnosis of early tuberculosis is one of the most 
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intricate things in the profession. We do not find tubercle 
bacilli to amount to anything in many instances ; conse- 
quently we have to rely upon the physical signs, which 
are not very pronounced — fluctuations in temperature, 
white scales, etc. By following these up we may be able 
to make a diagnosis ; but we can not expect to make it in 
one cursory examination. It will often take several w^eeks 
and repeated examinations to make a diagnosis. 

Speaking of thermometers, there are slight variations 
of temperature registered by different instruments. If 
you tell a patient to get a thermometer and take his tem- 
perature and bring the record, have him bring also his 
thermometer with him, because the variations in ther- 
mometers bought by patients are sometimes extreme. So 
much for the early diagnosis of tuberculosis. 

Personally, my experience with tuberculosis goes back 
a good many years. I was sent to Georgia over twenty- 
five years ago with tuberculosis, so naturally my attention 
was attracted to this disease. For over twenty years I 
have not made the slightest change in my treatment of 
tuberculous patients. I have cases that have been under 
observation for over twenty years, and my experience has 
been that there is nothing in the world comparable wuth 
the absolute open air treatment. The more these patients 
get into the open air the better it is for them. They get 
better. If they can not go into the country, see to it that 
they are kept out in the open air. 

Drugs are practically of no benefit in this condition. 

There is one thing to which I wish to direct your at- 
tention, which has not been spoken of before, and that is, 
as a rule, it is better not to send patients with tuberculosis 
out of the State of Georgia, for several reasons. In the 
first place, you send a poor man out West, with probably 
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a small amount of money, and his condition is simply 
horrible. In his own State he can get practically any 
climate and any altitude he wants, from five thousand 
feet down to the level of the sea. Keep the patient with 
his people, and not send him off to die, to be isolated from 
his family and friends. Such patients can go up to North 
Georgia^in the summer; to Middle Georgia in the spring 
and fall, and then go down to the coast for the winter. 

Gentlemen, it is not a question of climate, or a question 
of altitude, but it is a question of open air, and it does not 
make any difference to the patient whether he is in Geor- 
gia, Kalamazoo, Colorado, or anywhere else, so long as 
he can live out in the open air. He can get any tempera- 
ture he wants, and he can be within reach of the members 
of his family, and, as a rule, he will live better, get bet- 
ter surroundings . in this State than any other place of 
reputation for tubercular patients that I know of. When 
I came to Georgia I did not know but one human being 
here, and as I had the pick of the whole world and had 
to take care of myself, I picked out the State of Georgia, 
and I have never had any reason to regret it. (Applause.) 

Dr. E. B. Block, of Atlanta: These papers have in- 
terested me very much, and I can not refrain from giving 
my exi>erience in some cases, such as have been men- 
tioned. 

I regard the use of tuberculin as an extremely valuable 
test. However, a great amount of precaution is neces- 
sary in the selection of cases in which it is used. In no 
case in which there is much elevation of temperature, or 
where the physical signs are decided and marked, is the 
tuberculin test warrantable, because it unquestionably ac- 
celerates the inflammatory condition, and we always hear 
of an increase in the rales around the tuberculous focus 
after the injection of tuberculin. However, in cases w^here 
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there is no marked rise of temperature, not over a frac- 
tion of a degree in the afternoons, where the physical 
signs are slight, this test is of value, as well as the search 
for tubercle bacilli in the sputum. I do not mean, if we 
find tubercle bacilli, there is no more indication than if we 
get a tuberculin reaction ; I mean it gives about the same 
percentage of diagnostic result. In some cases of tuber- 
culosis the tubercle bacillus may be absent. If absent, it 
does not necessarily proxt that it is not tuberculosis ; also 
the tuberculin reaction may be present, and, if present, it 
does not necessarily mean absence of tuberculosis. It is 
necessary, however, to know the dose which is given, and 
the reaction, w^hen present, dc/es indicate tuberculosis in 
some part of the body. It has been my custom to give 
one injection of five milligrams as the first dose. I have 
not found this too large, and there are a great many others 
Avho are of the same opinion. It is necessary in getting 
this reaction to keep the patient at rest. The temperature 
is taken at regular intervals every three days before in- 
jection to know exactly how the temperature runs without 
tuberculin. Then the tuberculin is given, and the patient 
kept in bed for three days, taking the temperature at 
Tegular intervals. If you start with small doses of tuber- 
culin you must keep the patient in bed for six or eight 
weeks while giving gradually increasing doses of tubercu- 
lin, and I may state that repeated injections have made the 
reaction in my cases more remote ; that is, they have de- 
layed reaction. So much for that point. 

With reference to fresh air, it may be interesting to 
mention the fact that if you take the air from the room 
in w^hich a consumptive has been confined, in which there 
has been no ventilation, condense this air and incorporate 
it in culture media used for growing tubercle bacilli, the 
bacilli will grow more prolifically in this tube containing 
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the condensed air than they do upon media where this 
air is not so used. This in itself shows the importance 
of fresh air in the treatment of this disease, preferably dry 
air, because practically the discharges are less in a dry 
climate than in one in which there is much moisture pres- 
ent in the atmosphere. 

1 mijst say a word or two in reference to the treatment 
of tuberculosis by drugs. While I consider fresh air, rest 
in bed during the fever, and a -liberal diet very essential 
factors in the treatment of this disease, I can not and will 
not accept the idea that drugs are of no benefit in this 
disease. I do not say that drugs have a direct curative 
effect upon the disease, but I believe their judicious use 
will prevent infection of the lungs and the development of 
other foci of infection. My meaning can be more easily 
understood if you wmII regard my fingers as bronchial 
tubes. (Illustrating.) Let us suppose that a patient has 
a very free bronchial discharge, a bronchorrhea, composed 
partly of the breaking down of the tissues in the lung from 
tuberculosis, and partly of the toxines of tuberculosis, 
causing a bronchial discharge of mucus; and supposing 
you have a focus of tuberculosis here (indicating), with 
tubercle bacilli appearing in the sputum, this bronchial 
tube reaches a point where it coalesces with the other 
bronchial tubes, and as deep inspiration is essential to 
vigorous coughing, the patient may suck tuberculous spu- 
tum into the other bronchial tubes. Therefore, the sup- 
pression of coughing by the use of drugs is of value in 
preventing the dissemination of tuberculosis in the lungs. 

Dr. Louis H. Jones, of Atlanta : There are three points 
in connection with the treatment of tuberculosis which I 
think can not be too frequently and too forcibly em- 
phasized, because I have so often seen them disregarded 
by members of the profession. 
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The first is the absolute necessity for rest during the 
period of activity and temperature. So many physicians 
tell tuberculous patients to get out of doors and take ex- 
ercise ; to go on a farm and work. A tuberculous patient 
with temperature is not able to exercise, and I think that 
is where we make a mistake often, and I know there are 
members of the profession who make the mistake of not 
giving their patients absolute and positive instructions on 
this point. 

In the second place, there is a general idea among the 
laity, and unfortunately among some members of the pro- 
fession, that a tuberculous patient is benefited by the use 
of alcohol ; that he can not be hurt by drinking whiskey. 
I believe you help to kill a tuberculous patient and hasten 
the process when you give such instructions or directions 
as those. I can not too earnestly protest against instruc- 
tions for these patients to take whiskey. If whiskey has 
any therapeutical value beyond the possibility, when taken 
shortly before meals, of increasing and producing an arti- 
ficial appetite, where the patient is able to take nourish- 
ment which he is able to digest, but no inclination to 
swallow, I have been unable to discover it. 

In the third place, I regard nourishment, after fresh air 
and right along with it, of first importance in the treat- 
ment, and to tell the patient he must take plenty of nour- 
ishment amounts to nothing. It is our duty to tell hin) 
what he must take, and how much he must take, and when 
he must take it, etc., so that he may understand it and will 
do it. 

So far as my own experience goes, I give them raw 
eggs, or that class of food which the greatest majority of 
patients can digest w^th the greatest ease. I have seen 
some physicians who seemed to fear giving a patient too 
many eggs; but I have had a number of patients with 
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tuberculosis who took twelve raw eggs a day for a period 
•of six months without producing any nausea, without 
producing any discomfort, indigestion, or any trouble 
Avhatever, and they would gain in flesh right straight along 
on it. I have repeatedly in my office sent the office boy 
across the street for an tgg, and have swallowed it raw to 
show the patient how simply and easily it is done. 
(Laughter.) Most people want a little lemon juice or 
^vine in it to disguise the taste. But that is a matter of 
secondary consideration. But these patients should be 
kept in bed; they should be nourished; they should be 
given proper directions what to do; they should never 
have alcohol poured down them. That can not be toe 
strongly condemned by the members of the Medical As- 
sociation of Georgia. 

Dr. Oertel (in closing) : It is flattering to have such a 
thorough discussion as the gentlemen have given these 
papers ; and it is also flattering to me to have such an em- 
inent gentleman as Dr. Harris write so similar a paper 
to my own. 

My object was, as I stated, simply to call attention to 
the very lamentable fact that in almost every instance the 
early diagnosis of tuberculosis is overlooked. The ques- 
tion of tuberculosis is so large that it is almost impossible 
to make up one's mind where to begin or where to stop. 

The treatment may be summed up in a few words: 
Fresh and proper air; proper food; proper rest; and 
proper medication. As to medication, all authorities agree 
that medication is of importance. Medication must be 
directed toward the relief of symptoms, and not given 
with the idea that it is specific. But unquestionably the 
use of drugs is very important in the treatment of tuber- 
culosis. 

It is my habit, when people consult me relative to their 
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condition, and ask my advice, if I think their cases are 
suitable and hopeful, to advise them to go to a sanato- 
rium. In the last two weeks I have sent three patients 
West. I have told them I was not sending them West 
because it was West; I told them that Georgia was as. 
good as the West practically, but that I was sending them 
West because I was sending them to a man who had a. 
sanatorium in whom I had confidence, where they w^ould 
get the proper handling and treatment of their cases, and 
if one can go to a sanatorium for treatment and place him- 
self under the most desirable conditions, it is better for 
him to do so. He will have better supervision day after 
day than if treated in his home, because he will do things 
in a sanatorium he would not do in his own home, and 
he would leave things undone in his own home which he 
ought to do. Therefore, the ideal place is to put such 
patients, if possible, in sanatoria. We have no place in 
Georgia where these patients can get this treatment. We 
hope to have soon. If my paper will in any degree bring 
about this most desirable effect, that tuberculosis can be 
eliminated to a large extent where it may be present, it 
will be all that I had hoped for. 

Dr. Harris (in closing) : I have very little to say, Mr. 
President, in addition to what I have said in the paper. 

I, however, wish merely to call attention to the fact as 
regards dosage of tuberculin, a point made by Dr. Block,, 
that it is perhaps well to start with a small dose, not tliat 
five milligrams will do a great amount of harm. As we 
all know, when tuberculin is injected it sets up a violent 
process around the tuberculous areas ; so it is well to use 
small doses so as to get as little reaction as possible. 

As to the period of time necessary to keep the patient 
at. rest, I think that has perhaps been somewhat exag- 
gerated by Dr. Block. Two or three weeks in practically 
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all instances would be long enough ; nor is it necessary to 
keep the patient absolutely in bed, or that he should re- 
main in his room. Care should be taken that he does not 
resort to an undue amount of exercise. 

I wish to emphasize the very valuable point made by 
Dr. Jones, that whiskey should not be used at all in this 
disease. I have found in my recent visit to various repre- 
sentative sanatoria that they have two rules, which under 
no circumstances are varied from. One is that if a pa- 
tient spits on the floor he is hustled out of the place. 
Another one is, if they find a bottle of whiskey on a man 
he is sent away. I think alcohol is one of the worst things 
possible in persons who have tuberculosis. 



'A NEW AND ORIGINAL SIMPLIFICATION OF 
THE PRESENT METHODS OF INFANT FEED- 
ING." 



By OHAS. E. BOYNTON, M.D., Atlanta. 



It is already so well accepted that woman's milk, pro- 
vided it. is of good quality and sufficient quantity, is the 
very best food for an infant during the early months that 
it would be a waste of time for me to more than mention 
the fact. 

In forrner years it was believed that woman's milk, 
whether good or bad, was better than any prepared food. 

In recent years, however, the vast amount of careful 
study put upon this subject has proven that correct scien- 
tific artificial feeding gives by far better results than poor 
nursing. 

The difficulty of the subject is well shown in the Jium- 
ber of "proprietary foods'' which flood the market, the 
manufacturers trying to do for the doctor what the doctor 
should be able to do for himself, and could do it he would 
give a little more time and study to the subject. 

The only proper food for an infant, of course, is a 
**whole food," namely, one which contains all of the ele- 
ments — fat, proteids, carbohydrates, mineral salts and 
water — which are necessary for perfect growth and de- 
velopment, and, besides, one which contains the element of 
freshness. 

In looking over the list we find that the milk of animals 
is the only one which fits all the requirements, and that of 
the cow alone can be obtained in sufficient quantity to keep 
the price within reasonable bounds. 

; (343) 
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Yet cow's milk as furnished by nature is not a proper 
food for young infants. 

This milk was intended by the Creator for the nourish- 
ment of calves, and they were accordingly supplied with 
four stomachs and the process known as "chewing the 
cud'' in order that this milk might be diluted and finely 
divided before the calf is really called upon to digest it. 

Consequently, before supplying cow's milk to young 
infants, it should be carried through some process by 
which it can be artificially finely divided for infant di- 
gestion, and this process we know as "modification," 
which consists in diluting and adding certain substances 
in order to get the different elements in about the same 
proportion as exists in good woman's milk. 

In the larger cities of the North "milk laboratories" 
exist where the doctor can send a prescription for the 
baby's food, just as he would send to the "drug store" for 
lis medicine, and have it filled with the same exactness. 

Of course w^e have no such laboratories in the South, 
and my intention is to show that for all practical purposes 
the same results can be obtained by "modification at home" 
by an intelligent and careful mother. 

The reason "modification" is necessary is that, while 
cow's milk contains all of the necessary elements, it does 
not contain all of them in the same proportions and forms 
as are found in good woman's milk. 

Thus chemical analysis shows that woman's milk con- 
tains 3 to 5 per cent, fat, i to 2% per cent, proteids, 6 to 
7 per cent, sugar, 0.20 per cent, mineral salts, 87.3 per cent, 
water. 

Average herd cow's milk contains 4 per cent, fat, 3^/^ 
per cent, proteids, 4^ per cent, sugar, 0.75 per cent, min- 
eral salts, 87.25 per cent, water. 
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Thus we find the two milks about equal in fat, while 
cow's milk is much higher in proteids and mineral salts 
and lower in sugar than woman's milk. Also the reac- 
tion of cow's milk is acid, while that of woman's milk is 
alkaline. 

Thus in giving cow's milk to infants the percentage of 
proteids must be reduced, while the percentage of sugar 
must be raised, and the reaction changed. 

Again, the proteids of cow's milk are not exactly the 
same in kind as those found in woman's milk. 

The proteids of all milk consist principally of casein 
and lactalbiimin ; the lactalbumin being in solution and 
easy to digest, while the casein is insoluble and forms into 
hard curds when mixed with the gastric juice. 

Koenig says : *^^^"oman's milk contains, lactalbumin, 
1.26 per cent. ; casein, 1.03 per cent. Cow's milk contains, 
lactalbumin, 0.53 per cent. ; casein, 3.02 per cent." 

Thus cow's milk contains about one-half as much lac- 
talbumin (the easily digested part) as woman's milk, and 
nearly three times as much casein (the part which is hard 
to digest). 

Thus during the first few days it is necessary to reduce 
the proteids of cow's milk below that found in woman's 
milk, as the proportion of casein is so large. 

As soon as the infant's stomach is used to the casein, 
the proteids can be gradually but steadily increased. 

Fat is much more easily digested, and that of the two 
milks is practically the same in kind. Consequently, the 
fat can be given in larger amount than the proteids. 

If we dilute the "whole milk" sufficiently to get the 
proteids at a proper percentage, the fat would be reduced 
very much below the amount which the infant needs and 
can easily digest. 

Thus, in order to reduce the proteids without reducing 
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the fat too much, it becomes necessary to either add fat in 
the form of cream, or use a milk which contains an excess 
of fat. 

Chemical analysis has proven that milk and cream are 
not different things, cream being merely milk which con- 
tains an excess of fat. 

Thus 20 per cent, cream contains : Fat, 20 per cent. ; 
proteids, 3.05 per cent. ; sugar, 3.90 per cent. 

Whole milk contains : Fat, 4 per cent. ; proteids, 3.50 pci* 
cent. ; sugar, 4.50 per cent. 

Thus the difference in fat is 16 per cent., while the 
difference in proteids is only 0.45 per cent. Rotch says 
that fat free milk contains 4 per cent, proteids. Thus 
high cream and even skimmed milk contain very nearly 
the same percentage of proteids. 

The easiest way to get very rich milk is to use only the 
top layers after the -cream has risen. 

A few years ago Dr. Holt caused a number of tests to 
be made at the Walker Gordon Laboratory which proved 
the following: 

That if mixed herd milk is bottled soon after cooling 
and kept on ice nearly all of the cream rises in four hours, 
and that the upper layers will contain practically the same 
percentages of fat after four hours as they would in eight 
hours or twelve hours. This saves a good deal of time 
and makes a great difference in the freshness of the milk. 

Thus— 



PERCENTAGE OP FAT IN 



Upper 4 ounces 
Second 4 ounces 
Third 4 ounces. . 
Fourth 4 ounces 
Fifth 4 ounces.. . 



After 


After 


Over night 


4 hours 


8 hours 


12 hours 


20.50 


21.25 


22.00 


6.00 


6 50 


G.50 


1.50 


1.40 


1.00 


1.20 


1.00 


0.30 


1.00 


1.00 


Oo 
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Knowing this, it becomes very easy to get a milk-cream 
combination containing practically any per cent, of fat 
desired, by varying the number of ounces of "top milk" 
used. 

Thus— 

Averge herd milk contains 4% fat. 

Let a quart of fresh herd millc stand on ice for four hours. 

Top 24 ounces averages • 6% fat. 

Top 20 ounces ** &% *' 

Top 16 ounces " 7% ** 

Top 14 ounces ** 8% ** 

Top 11 ounces ** 10% ** 

These six strengths of milk are all that will be required 
in feeding most healthy infants from birth up to fifteen 
months, after which time modification is no longer needed. 

Practical experience has shown that most healthy in- 
fants have about the same needs as far as nourishment is 
concerned and that most of them can be fed in about the 
same way. 

As a general guide in **Home Modification" the fol- 
lowing table has been taken from Holt's '^Diseases on 
Infancy and Childhood.'' as giving the percentages as best 
adapted to the different ages during infancy : 



Premature infants 

First to fourth day . . . . 
Fifth to seventh day.. . 

Second week 

Third week.: 

Fourth to eighth week. 

Third month 

Fourth month 

Fifth month 

Sixth to tenth month . . 

Eleventh month 

Twelfth month. 

Thirteenth month 



PERCBNTAGES 


OF 


FAT 


PROTEIDS 


SUGAR 


1.00 


0.25 


4.00 


1.00 


0.30 


5.00 


1.50 


0.50 


5.00 


2.00 


0.60 


6.00 


2.50 


0.80 


6.00 


3.00 


1.00 


6.00 


8 00 


1.25 


6.00 


3.50 


1.50 


7 00 


3.50 


1.75 


7.00 


4 00 


2 00 


7.00 


4.00 


2.60 


5.00 


4.00 


3.00 


5.00 


4.00 


3.50 


4.50 



The usual method of modification uses only lo per cent. 
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milk or top J/3, 7 per cent, milk or top J/$, and 4 
per cent, or whole milk to dilute and adds sugar of milk 
and lime water, to get formulas somewhat similar to the 
above. 

This method has tzco disadvantages: First, after the 
child is taking much food it requires the second quart 
daily, only the **top third'' or "top half" of which is used» 
which in a year's time would make a considerable dif- 
ference in the cost of milk, and in many families this is a 
point to be considered. Second, when by diluting the 
10 per cent, milk (or top Ys milk), which contains three 
times as much fat as proteids, the percentage of fat in the 
resulting mixture is raised from i per cent., the starting^ 
point, to 3 per cent, or 3^ per cent, which is about right at 
four months, in order to advance the proteid strength, the 
present method changes to a "7 per cent, milk" or **top 3^ 
milk" in. which the fat is only twice as abundant as the 
proteids. 

This necessitates a considerable temporary reduction in. 
the fat strength in the food given. Thus in getting the 
proper proteid advance with this 7 per cent, milk, the 
fat percentage in the resulting mixture would be reduced 
from 3^ per cent, down to 2^ per cent., as the milk to- 
be diluted is so much poorer in fat. 

As the infant at this time is already digesting 3^ per 
cent, fat, it creates a decided loss to go back to 2^ per 
cent fat. 

The objects of this paper are: 

1. To show that the high point in the fat per cent, hav- 
ing been reached, it is entirely unnecessary, and for the 
time being detrimental to reduce it. 

2. The fat percentage being properly worked out, it i? 
entirely unnecessary to consider the proteid percentage. 
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3. To introduce an equation by the use of which it be- 
comes unnecessary to remember any formulas, as they 
can all be easily and correctly worked out. The only thing 
necessary is to remember how to get the six different 
"cream strengths" to be used in the modifications. 

4. By finding the average fat percentage in the milk 
and cream used in any home mixture, and then using that 
average in my equation, you can know pmctically what 
the infant has been taking. 

Starting wMth a new-born infant to feed, we begin by 
diluting a *'io per cent, cream" because it contains three 
times as, much fat as proteids, which is about the propor- 
tion which exists in a good sample of woman's milk, and 
taking a "20-ounce mixture" as a basis, because some of 
you may be used to calculating on that amount, and taking 
no account of the *'sugar of milk" and **lime water" for 
the present, we would get the following formulas: 

1 oz 10% cream + 19 oz. boiled water=0.50% fat-0.173^ proteids. 

2oz.. ** ** +IP0Z. *• ** :=1.00% *' -0.35% 

3oz. ** " -fl7oz. *' *• =1.50% '* -0 52% *• 

4oz. ** ** -flGoz. *' *• =2 00% •* -0.70% 

5oz. ** •* +I00Z. " " =2.5)% *' -0.87% 

60Z. " *' .-rUoz. '* *' =3 00% *» -1.05% 

7oz. *» *' +13 0Z. *' ** =3.50% *' -1.22% 

Up to this point the results are identical with those of 
the present method, as given by Holt, so far as the fat 
is concerned. 

By noticing the proteid column you will see that the 
proteids take care of themselves, as I have already shown 
that all "milk-cream mixtures" up to and including 20 
per cent, contain practically the same proteid per cent., so 
that as the cream is added ounce by ounce the resulting 
proteid per cent, in the mixture must be gradually and 
steadily raised. 
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Having reached 3.50 per cent, fat in the mixture ob- 
tained by diluting 10 per cent, milk, if, instead of jumping^ 
to a 7 per cent, milk as is done in the present method, we 
take a middle ground and use an 8 per cent, milk, we 
would get only a very slight reduction in fat, 3.26 per 
cent., instead of 2.50 per cent., as would have resulted 
had we used a 7 per cent. milk. 

Gradually increase the quantity of this 8 per cent, milk 
used in the mixture, diminishing the water by an equal 
amount, until the fat in the mixture is raised to 4 per 
cent., which is as high as any infant can digest long with- 
out disturbance. 
Thus— 

8 oz. 8% cream + 12 oz. boiled water=3.26% fat-l.-10% proteids. 

9oz. •* »* + IJ oz. " *' =3.60% " -1.57% 
lOoz. " ** -l-lOoz. *' '* =4.00% " -1.75% 

The fat having reached 4 per cent., we now change to 

a 7 per cent, milk to dilute. 

Thus— 

11 oz. 7% cream -{- 9 oz. boiled water=3.85% fat-1.92% proteids. 

12 oz. '• ** 4- 80Z. ** " ==4.20% ** -2.10% " 
The fat having reached 4 per cent, again, we change to 

a 6 per cent, milk to dilute. 
Thus— 

13 oz. 6% cream + 7 oz. boiled water=3.90% fat-2.27% proteid?. 

14 oz. '* " -f 6oz. *' " =4.20% " -2.45% '» 

The fat again reaching 4 per cent., change to a 5 per 
cent, milk to dilute. 

Thus— 

15 oz. 5% cream + 5 oz. boiled water=3.75% fat-2.62% proteids. 

16 oz." ** +4oz. ** *' =4.00% " -2.80% 

17 oz." " +3oz. ** •* =4.25% " -2.97% ** 

Changing to 4 per cent, milk or whole milk to dilute: 

18 oz. 4% milk (whole) + 2 oz. boil'd wat'r=3.60% fat-3.15% proteids 

19 oz." " *' -floz. ** " =3.80% *» 3.32% " 

20 oz." " " -fO " *' =4.00%" 3.50% 
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The present method as advocated by Dr. Holt, works all 
formulas on the basis of "20-ounce mixtures/' and in or- 
der to get more than 20 ounces of food, this method takes 
fractional portions of 20. 

Thus 25 ounces is equal to 20 ounces plus 5 ounces, or 
34 more, so 34 rnore of each ingredient is added ; or in 30- 
ounce mixture ^ more of each ingredient; 35-ounce mix- 
ture % more, and 40-ounce mixture twice as much of 
each ingredient, etc. 

This requires considerable figuring, and besides there 
is a different rule for working each set of formulas, thus : 
one for the 10 per cent, set and one for the 7 per cent, set, 
while none is given for the 4 per cent, or whole milk set. 

If these formulas are to be used in every-day practice 
in feeding infants, it requires either a considerable taxa- 
tion of the memory, or constantly going to the text-book 
every time a new formula is needed. 

In order to avoid this, I have worked out the following 

equation : 

The given cream %: cream % wanted :: the total numb?r of 
ounces : number ounces to be added. 

In this equation you can always know three of the 
items and it is an easy matter to find out the remaining 
item. 

This equation works equally as well, no matter what 
per cent, milk is used to dilute or what the size of the 
mixture desired for the twenty-four hours food. 

By applying the equation you can readily see how easy 
it is to get any of the above formulas. 

Thus: If we are using a "10 per cent, cream'' to dilute 
and want a "20-ounce mixture" containing 3 per cent., fat, 
the question would be how many ounces of the 10 per 
cent, cream to put in the 20 ounces to get a combination 
containing 3 per cent. fat. 
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Applying the formula : 

10(%) : 3 (%) : : 20 (oz.) : X (oz) 

10 X = 60 

X = 6 oz. of 10% cream in 20 oz. mixture equals S% fat. 

7(%):3(%)::35(oz.):x(oz.) 

7 X = 105 

X = 15 oz. of 7% cream in 35 oz. mixture averages B% fat. 

Or to work the other way: 

Being called to see a child fed on a "home combina- 
tion'' which caused vomiting and undigested stools in a 
well nourished child, we found it was on a combination 
like this : 

Baby four months old, taking 6 ounces at a feeding 
made as follows : 

2 oz. gravity cream 16% 
2 oz. whole milk 4% 
2 oz. boiled water 



6oz. 

Averaging up the percentages of fat in the cream and 
milk used, we find that really a lo per cent, cream is being 
used to dilute. 

Applying the equation we have 

10%:x%::6:4 

6x = 40 

X = &%% fat in the combination. 

This would disagree on account of the fat, 6^ per cent, 
oeing entirely too high for any infant to digest at any 
age, and causing the vomiting, and also the proteids, 2}^ 
per cent, being too high at four months. Both the pro- 
teids and fat being responsible for the curds in the stools. 
Another example: 

Baby nine to ten months old, 8 ounce feedings : 
1 oz. gravity cream at 16% 
5 oz. skimmed milk at 1% 
2oz. boiled water 

8oz. 
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Averaging up the fat percentage in the cream and milk, 
we have a 3^/^ per cent, milk to dilute. 
Applying the formula we have : 

3M%:x%::8:6 

8x = 21 

X = 2%% fat in the combination. 

While this combination in a nine- or ten-months-old 
baby would be digested with ease, still the baby would be 
cross ajid fretful and would either fail to gain weight or 
would actually lose weight. 

Examples could be multiplied indefinitely and are simi- 
lar to cases actually met in practice. 

Thus if any gross error has been made in the feeding, 
it is easy to correct it by knowing where the fault lies. 

Up to this point I have only considered the fat and 
proteids in the modification of milk. Of course, when 
the milk is diluted the percentage of sugar, which repre- 
sents the carbohydrates in an infant's food, is reduced 
entirely too low, so it becomes necessary to add 5 per cent, 
sugar of milk to the combination. 

This, together with the ''sugar of milk" in the milk 
used, brings the resulting percentage of sugar in the modi- 
fied mixture up to the required S/^ per cent, to 6^ per 
cent, or 7^ per cent. This holds good until about one-half 
of the total mixture is some form of milk, then gradually 
reduce the amount of sugar added. 

Thus as the proportion of milk in the mixture grows 
larger, add a smaller .percentage of sugar, as 4 per cent., 
3 per cent., 2 per cent., i per cent., and none at all when 
the child is able to take whole milk. 

As cow's milk is acid, while woman's milk is alkaline, 
it becomes necessary to add something to change the re- 
action. The best thing is to add 5 per cent, lime-water, 
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to all of these mixtures, and besides, this assists in the 
digestion of the casein. 

Hoping that I may have said something which will 
create more interest in the feeding of infants and thank- 
ing you for your time and attention, I will leave the sub- 
ject with you. 

DISCUSSION on dr. BOYNTON'S PAPER. 

Dr. M. A. Clark, of Macon : This is a very important 
and to me an interesting paper. As you all know, the 
only successful way to treat children is by paying atten- 
tion to their diet. It is simply impossible to treat them 
successfully in any other way. 

Several years ago, when the matter of percentage feed- 
ing came up, and I looked at the percentages, it seemed so 
much like a mathematical proposition it almost staggered 
me. The charts the doctor showed this morning were all 
good; but when he gives you a problem as **io is to 3, 
and 20 is to .r/' you say at once, I can not bother myself 
with these figures, and you do not pay the attention to this 
subject that you should. The rules he gave are good. 

If you will look in Holt's last edition, I believe you will 
find he gives you a good guide. He calls the first series 
the series of fat; proteids three to one for infants from 
birth up to two or three months old. He uses ten per 
cent, cream, and does not make the proteids stronger than 
r-i6 per cent, up to the fourth month. 

Not wishing to trust to memory, I make a copy of the 
formulae I use for future reference. Holt says that a 
child at the beginning should take one ounce of sugar, 
one ounce of lime water, two ounces of ten per cent, 
cream, and enough water for twenty ounces. That gives 
one per cent, sugar, five per cent, lime water, and one hun- 
dred per cent, proteids. If you have an infant that is 
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normally developed and healthy and put him on the bot- 
tle, that is a good start. If that infant is not well de- 
veloped, or if he shows any weakness, or the family his- 
tory impresses you that there is a suspicion of weakened 
digestion, begin with a weaker per cent, than that. I have 
adopted the rule of beginning with this, instructing the 
mother to weigh the baby at least once a week. If the 
child is gaining and digesting this, at the end of one week 
I advise her to give one or two ounces more. If, at the 
end of another week, the child is doing well I usually in- 
crease the amount one ounce and a half, and at the end of 
another week add one ounce of cream and take out one 
ounce of water, etc. After the child is six months old I 
use seven per cent, cream, giving it two to one. I use 
granulated sugar, ordinary cane sugar, instead of sugar 
of milk. I believe it was first suggested by Dr. Jacobi, of 
New York, some years ago. If we could get pure, un- 
adulterated milk sugar, it would be very desirable, and all 
agree that milk sugar is the sugar. But it is difficult to 
do that, and after the use of milk sugar, if we get fermen- 
tation, disturbance of digestion, we are apt to attribute 
it to the formula of food. Cane sugar is always conve- 
nient. . I make it a rule to estimate how much milk I want 
to have used during the day. I give a formula to the 
mother for the amount, instructing her to prepare the 
whole amount, pasteurizing it, keeping it in a cold place, 
and during the summer on ice. I instruct her to observe 
the directions as to cleanliness, etc. By that method I 
have had very little trouble. Occasionally I forget, but 
we should remember that for a child two or three weeks 
old we should add one more ounce of cream to the pro- 
portion, which makes it strong enough ; that for a child 
a little older we should add another ounce, and so on, un- 
til we get to the fourth month, then gradually increase 
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the proportions. It is a little trouble to remember the 
formulae, but sitting down and writing out a formula for 
each infant is like sitting down and writing out a prescrip- 
tion for each patient. This is what we should do, as it is 
much more satisfactory than to use the elixirs fixed up by 
the pharmaceutical houses so elegantly and palatably, and 
give the same dose to every patient regardless of tempera- 
ment, build, or individual characteristics or idiosyncra- 
sies. (Laughter.) 

Dr. Boynton (in closing) : I have only a word 'Or two 
to say in closing the discussion on my paper. The prin- 
cipal object of this paper is to get physicians all over 
Georgia to use proper artificial feeding. Every now and 
then I have a baby brought into my office that is very 
much emaciated — in fact, starved to death, not because he 
is not getting food, but because that baby has been started 
incorrectly. For instance, take a baby at eight or nine 
months old that is going to be weaned, instead of starting 
it on artificial food at about six or seven weeks, or two 
months, and gradually going up, practitioners will go to 
work, if they use these formulas at all, and put such babies 
on nine months artificial feeding. The baby's stomach is 
not accustomed to casein, and it will be upset every time, 
and it is much easier to carry these babies along all right 
if you start them so that their digestion will keep right 
than it is to correct the digestive trouble you have caused 
by imperfect methods of feeding. I have done the same 
thing myself, have found out my mistake, and I simply 
wished to call your attention to that subject. 



THE PROGNOSIS IN CHRONIC NEPHRITIS. 



By Claude A. SMITH, M.D., Ati^anta. 



To give a prognosis in diseases of the kidney is un- 
doubtedly one of the most difficult tasks which the physi- 
cian is called upon to perform. 

In the post-mortem room and in the laboratory we may 
describe the condition of the kidney, and gain some idea 
of the amount of involvement, but clinically it is a difficult 
task indeed to say to what extent the kidneys may be 
affected. 

From the time of the recognition of diseases of the 
kidney by Richard Bright, in 1827, different writers, such 
as Christison, Rokitansky, Frerichs, Virchow, and others, 
have given various classifications to the different diseases 
of the kidneys. Virchow called attention to the fact that 
we may have parenchymatous nephritis, an interstitial 
nephritis, or an amyloid degeneration. Even with as 
simple a classification as this, the physician is often puz- 
zled to know which he has to deal with. 

In this brief paper my remarks will be directed more 
to the consideration of the chronic forms of nephritis. 
Chronic nephritis often develops from the acute attacks, 
but in many instances we find that the chronic inflamma- 
tion comes on insidiously, and it is not possible to say 
just how long the kidneys have been affected. The con- 
dition may develop so gradually as not to produce any 
appreciable symptoms for considerable periods, and the 
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condition only be brought to the notice of the physician 
by an acute exacerbation of the chronic condition. 

We can recognize the involvement of the kidneys, in 
addition to the general symptoms produced, by the ele- 
ments contained in the urine. This is shown by the pro- 
duction of albumin, casts of all kinds, blood, pus, etc., 
and we may have one or all of these present in the urine, 
depending upon the character and severity of the attack. 

After finding that there is an inflammation of the kid- 
neys, the next point is to determine as near as possible to 
what extent the function of the kidneys is involved. As 
we know, the kidneys have the ability to do a great deal 
more work than they are ordinarily called upon to per- 
form, but as a result of impairment of function the entire 
reserve power is called upon, and as long as this is able 
to throw off the toxic products the vitality of the organism 
is preserved ; but when the point is reached where these 
toxic products are retained in the system, and the kidneys 
with the assistance of the other emunctories are unable 
to eliminate them, then we begin to get the effect of their 
poisonous influence. This point of lack of elimination 
may be reached early, or it may come on gradually. 

The physician may be called to a case where the kid- 
neys have the ability, with the assistance of the other 
emunctories, to keep the body in fairly good condition, 
but if the other emunctories are sluggish and not doing 
their full duty, then the kidneys are called upon to do 
more than they are able to accomplish in their crippled 
condition, and as a result serious symptoms begin to ap- 
pear. 

In severe. irritations the point of lack of elimination is 
reached early, and the condition is then spoken of as acute 
nephritis, or acute Bright's disease. When the irritation 
is of a mild type and continues day after day, month after 



CI.AUDE A. Smith. 359 

month, and year after year, it produces what is commonly 
spoken of as a chronic nephritis, which may be either 
parenchymatous or interstitial in character. Or we may 
have the chronic type following the acute, the latter often 
leaving the kidney susceptible to every little irritant, and 
thus is kept up a continued irritation or inflammation of 
the organ. 

The point to be borne in mind is, that so long as the 
elimination of the toxic products continues, so that there 
is no accumulation of them in the system, the vitality of 
the organism is preserved, and this is the basis of prog- 
nosis in these cases. 

The finding of both albumin and casts in the urine is 
evidence there is an inflammation of the kidneys ; but the 
finding of these does not mean that those kidneys are com- 
pletely worn out, and that the patient has only a short 
time to live. It may be that the function of the kidneys 
is so little impaired that with proper care and treatment 
the patient may live a great many years in fairly good 
health. After examinations of the urine and careful in- 
quiry into the history of the patient's condition, and it is 
determined positively that there is a chronic inflammation 
of the kidneys, we can by a consideration of this history 
and by a careful investigation of the present condition of 
the patient, and especially the condition of the heart and 
arteries, obtain some idea as to how long the patient may 
continue to live . 

As a rule, we should inform a patient as to his condi- 
tion in order that we may secure his co-operation in carry- 
ing out the treatment, but in imparting this information 
we should be extremely careful that the patient does not 
get a. wrong impression as to his condition. For this 
reason never use the term "Bright's disease,'' for to the 
average layman this term conveys only the impression of 
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early death. There is nothing that will throw a man into 
a panic quicker than to tell him that he has Bright's dis- 
ease. This disease is looked upon with horrible dread, 
and the depression produced upon the patient by this 
term is something terrible, and the effect of this mental 
condition is sometimes worse than the disease itself. After 
telling a man that he has Bright's disease, no matter how 
carefully the physician may go over the man's condition 
with him and explain to him just what he may expect, 
it is impossible to remove the terrible impression first 
conveyed to his mind. 

As before stated, the physician is often called to see 
these chronic cases during an exacerbation, and the 4>a- 
tient was probably not aware of the existence of the 
chronic condition previous to the acute attack. Many of 
these cases will recover from the acute attack with very 
little treatment, and in gi short time will be almost as 
vigorous as before the attack, and so, if at the time of the 
acute condition the patient is informed that he has 
Bright's disease, and he afterwards improves to such an 
extent that he feels as well as he did previously, he then 
thinks that the doctor made a mistake and he loses con- 
fidence in the physician. Or, the patient at first believing 
the doctor's statement, and then upon anxious inquiry 
being told that there is no possible chance to cure him, 
like a drowning man he grasps at every straw, and seeing 
a large full-page advertisement in the newspaper with 
pictures of prominent people who have been "cured," and 
with the further statement that the medicine is **guar- 
anteed to cure Bright's disease," he immediately "resorts 
to" several bottles, and as he gradually recovers from the 
acute attack, he believes that he is entirely well, and 
forthwith adds his picture to those already in the paper 
and swells the list of endorsements with the statement 
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that he had been "cured after the doctor had given up all 
hope." Thus the man goes along in comparatively good 
health, believing himself entirely cured, and possibly later 
on succumbs to an acute attack of some other disease to 
which he was rendered more susceptible by his chronic 
nephritis, and as a result of his having died from this 
other disease without having shown any marked evidence 
of the return of the kidney trouble, all his friends and 
relatives are firmly convinced that he was cured by the 
quack medicine, and in the future will cite his case, to the 
chagrin of the physician, who knows that he was correct 
in his statements, but yet is powerless to combat the im- 
pression which has gone abroad among the laity. 

There is one point which is sometimes overlooked, and 
that is, that every case of chronic nephritis, and this is 
especially true of the interstitial type, does not always 
show albumin in the urine. In looking over the record 
of my cases I find that almost 50 per cent, show casts 
without any albumin. Cases of nephritis have periods 
of improvement when the only evidence of the condition 
is a few hyaline casts, and even these may disappear for 
a time. 

We should give prognoses in kidney troubles only after 
we have made a careful and thorough examination of the 
urine and of the general condition of the patient, and the 
opinion of the physician should be couched in such lan- 
guage as will not convey a false impression, and he should 
avoid any expression which would produce any unneces- 
sary alarm, and, last of all, let us always remember that 
every patient possesses more or less of that unknown 
force, called vitality, which will sometimes hold them 
upon this earth when it did not seem possible for them to 
continue their existence. 

24 mt 
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discussion on dr. smithes paper. 

Dr. C. L. Williams, of Columbus: I rise to impress 
upon the members the importance of carefulness in giving 
a prognosis of chronic nephritis. Dr. Smith's paper is a 
very valuable one, and should be brought to the attention 
of every physician. I have a case on hand that I have 
been treating for a year, and I do not know that he is any 
worse to-day than when I began treatment ; yet the prog- 
nosis was made that that boy would not live more than 
twelve or eighteen months. A gentleman going to New 
York city went to a very reputable and eminent physician 
for examination. He was examined and the physician 
told him he had Bright's disease. The man went away 
bowed down with grief; went to the lower part of the 
city and was found dead by his own hand. If that physi- 
cian had not told the man he had chronic nephritis and re- 
covery was impossible, he might have been livmg to-day. 

Dr. Smith (in closing) : My main object in writing 
this paper was to impress upon the members the impor 
tance of making a careful examination before giving their 
prognosis. We should go over the case thoroughly. If a 
patient comes to you and does not know that he has in- 
flammation of the kidneys, and he has inflammation of the 
kidneys, do not tell him he has Bright's disease, because 
after that you can not do anything with him. He imme- 
diately loses all interest in everything. It throws a dam- 
per over his life for years to come, and if he should liv^ 
for years he comes to the conclusion that it is not such a 
bad thing, after all, yet the effect of those few years is 
lost in that man's existence. We should go slow in tell- 
ing a man that he has Bri^ht's disease. I avoid the use 
of this term. We should not only examine the urine re- 
peatedly, but make repeated physical examinations of 



Discussion. 363 

these patients, which have a great deal to do with the 
prognosis. After these careful and repeated examina- 
tions, going over the general condition of the patient very 
thoroughly, we get some idea of what we may expect. 
Sometimes a patient may have a chronic inflammation of 
the kidney and live for twenty years with it. In an acute 
attack the patient may become comatose, but even then 
we should not give up hope. He may recover from this 
acute attack and live for ten, fifteen or twenty years. . If 
the average patient is told that he has Bright's disease, it 
means to him that he is going to die, and if he does not 
die, he thinks you are not much of a doctor. So I think 
it is best for us to be exceedingly guarded and cautious in 
making these prognoses. 



HYPEREMESIS GRAVIDARUM. 



By RALSTON LATTIMORE, M.D., Savannah. 



Within the past eighteen months four cases of fatal 
hyperemesis gravidarum have come under my observa- 
tion. Having felt so helpless in treating these cases ef- 
fectually, I am impressed that the subject is one requiring 
further research and more careful consideration on the 
part of the medical profession. Having carefully been 
over all available literature appertaining to this subject, 
the fatality of a certain clas^ is forcibly emphasized after 
they have assumed an aspect significant of an advanced 
condition. 

Before attempting to treat successfully the vomiting of 
pregnancy, necessarily it is imperative that such cases 
should be classified. 

In treating and observing these cases the consciousness 
that something was occurring in the human anatomy con- 
cerning which I was totally ignorant was unmistakable. 
The inclination was to ascribe the deaths to an intestinal 
toxemia, due, as ventured in a previous report, to a total 
inactivity of the functions of the digestive organs; for 
in three cases, for several days before death, the stomach 
retained liquid nourishment; and when this organ be- 
comes retentive one is justified in hoping the danger is 
passed. 

Only in one case was an autopsy obtained. The patient 
was extremely emaciated, and the liver a pale yellow, 
almost white, and easily pitted under pressure. The gross 
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appearance of the organ was not followed up by a micro- 
scopical examination, but enough was seen to suggest the 
conclusion that the case was probably one of acute atrophy 
of the liver; and on a similar hypothesis it is assumed 
the two other cases presented the same pathological pic- 
ture. 

The classification that appears most practical is the one 
given by Dr. J. W. Williams, of Baltimore, and which is 
as follows : 

1. Reflex vomiting of pregnancy. 

2. Neurotic vomiting of pregnancy. 

3. Toxemic vomiting of pregnancy. 

Under the head of reflex vomiting may be included as 
causative factors, malpositions of the uterus, especially 
retroflexions and ovarian tumors. The removal of the 
cause necessarily eliminates the condition. 

The neurotic origin of many cases was suggested by 
Auquelin in 1865, but Kaltenback presented the subject 
before the Berlin Obstetrical Society, in 1890, in such a 
distinct and forcible manner that it has been given marked 
consideration. This class only should be seriously con- 
sidered, after excluding the reflex and toxemic varieties, 
the latter by a careful examination of the urine. 

The third, or toxemic type, is of the utmost impor- 
tance, because, under that subdivision fatal hyperemesis 
gravidarum finds its logical place. 

For a better comprehension of the condition as it exists, 
it is well, perhaps, to quote the opinions of some well 
known writers on obstetrics. With this end in view, ab- 
stracts from a paper by Dr. William S. Stone, of New 
York, on "Toxemia of Pregnancy," may help to solve 
the problem. 

Winckle says : "In five per cent, of the cases vomiting 
is of no consequence, while in two-thirds of the cases it 
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occurs after eating. In thirty-five years he has never had 
to perform an abortion on account of it." 

Lusk declares that "it is usually the part of prudence 
to do nothing for the ordinary morning sickness or con- 
tinuous nausea, unless the general nutrition of the patient 
is disturbed." For some cases he suggests Stenfort's 
advice, to "let the wife go on a visit to her mothei." (This 
furnishes a serviceable hint in the way of practice.) When 
the vomiting is uncontrollable, a resort to abortion may 
be necessary. "Remember," he says, "vomiting stops 
after the third month." 

Barnes remarks: "It appears to us that incoercible 
vomiting induces or aggravates organic changes in the 
liver and kidneys. We have seen it is the first symptom 
of acute yellow atrophy of the liver." 

The American Text-book of Obstetrics avows that 
"the progress of our knowledge of the pathology of preg- 
nancy gives good reason for the belief that nausea and 
vomiting are not physiological, but pathological, accom- 
paniments of pregnancy." 

Jewett defines the vomiting as "pernicious when it is 
so severe and persistent as to seriously jeopardize the 
woman's life, and when it will not yield to the usual 
remedies." 

As Dr. Stone remarks : "The general conclusion drawn 
from the various text-books is that pernicious vomiting 
of pregnancy is a condition whose pathology is unknown." 

Dr. J. Shortridge Williams, Professor of Obstetrics 
at the Johns Hopkins University, has recently written a 
widely published and able paper on the "Pernicious Vomit- 
ing of Pregnancy." Therein he states that "at present 
we are absolutely ignorant of the nature of the toxic sub- 
stance, or substances, concerned; though it would seem, 
with our present knowledge, that there is a disturbance in 
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the metabolism, and directly connected with pregnancy, 
though whether derived from the mother or fetus, or both, 
is unknown. All we can say is, that in some cases of 
pernicious vomiting we have to deal with a toxemia, 
which gives rise to serious lesions of the liver ; and, later, 
in the kidneys. That the latter are secondary in character 
is indicated by the fact that the urine does not contain 
albumin until shortly before death. 

Dirmoser, Vienna, has made a careful examination of 
the urine in twenty cases. He believes that hyperemesis 
gravidarum is due to a toxemia from the intestines. The 
growing ovum causes a reflex irritation of the vagus and 
sympathetic nerves, which disturb the secretions of the 
alimentary canal, so that the by-products of the albumin- _ 
ous substances are absorbed. In favor of this theory is of- 
fered : 

1st. The presence of a number of proteid bodies in the 
urine. 

2d. Experimentation shows that injections from the 
contents of the small intestines soon produce death. 

There is no fixed time as to when the pernicious vomit- 
ing may occur. The cases under observation happened 
in the early months ; in fact, before the end of the fourth 
month. According to Maurice Gerst, "forty-two per cent, 
of all women vomit during pregnancy." 

This emesis is more frequent in primiparae, and, as a 
rule, increases in severity until the third month. The 
average duration covers that period ; and in seventy-two 
per cent, has ceased by the fourth month. 

Autopsies on fatal cases of hyperemesis gravidarum 
show identically the same result : Changes in the abdomi- 
nal viscera simulating acute yellow atrophy of the liver. 

For practical purposes the following report of an au- 
topsy, held on one who had succumbed to pernicior^ 
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vomiting of pregnancy, is tendered in full from the writ- 
ings of Dr. William S. Stone, of New York : 

"Abdomen : No signs of peritonitis. 
. "Liver: Markedly retracted from anterior abdominal 
wall, appeared much smaller than normal ; did not reach 
free border of the ribs surface wrinkled.. 

"Color : Light-yellow ; easily pitted under finger pres- 
sure ; fatty appearance. 

"Microscopical Examination: The cells have under- 
gone fatty degeneration, etc. 

"Stomach and Intestines: Black coffee-ground fluid in 
intestines, which gave Hemin test. 

"Mucosa : Nornial. 

"Spleen: Color dark, normal size; capsule smooth; 
cut surface showed congestion, etc. 

"Pancreas : Macroscopial examination, normal. 

"Microscopic examination showed mild cloudiness of 
parenchyma. 

"Kidneys: Normal size; consistency, fiim; color, light 
yellow; capsules, smooth;- stripped easily; surface, 
smooth ; cortex somewhat thickened, color yellow. Mi- 
croscope showed intense fatty degeneration of paren- 
chyma, especially of convuluted tubules. No evidence of 
any chronic nephritis. 

"Uterus and Appendages : Normal." 

Now as to the clinical manifestation of the condition 
presented to us in actual practice : The first case, a primi- 
para, aged twehty-six, four months pregnant, was seen 
with Dr. Ralph M. Thomson, of Savannah. She began 
vomiting soon after conception, and continued without 
any abatement. The patient was confined to bed, listless, 
with rapid pulse and occasional delirium. At my sug- 
gestion it was considered advisable to remove her to the 
Park View Sanitarium, in order that she might be under 
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constant observation and receive the advantages of trained 
nursing. After a few days the stomach began to retain 
liquid nourishment, but the rapid pulse and dehrium con- 
tinued, and diarrhea developed. She gradually became 
worse and died. Subsequently I regretted not having ad- 
vised the emptying of the uterus. 

The second patient who came under my observation 
soon thereafter was also a primipara; thirty-five years 
old, about four months pregnant. There was consider- 
able emaciation, rapid pulse and incessant vomiting. De- 
lirium was absent. The uterus was immediately emptied. 
The rapid pulse continued, but the patient began to retain 
small amounts of liquid nourishment. This, again, proved 
of no avail, as later she developed a delirium almost ma- 
niacal ; the pulse rate increased, strength gradually leav- 
ing her, and ultimately death intervened. 

My third case followed close upon the footsteps of the 
preceding. The patient, a multipara, was between three 
and four months pregnant. The uterus spontaneously 
•emptied itself, just before coming under observation. 
Prior to death the vomitus contained blood. A rise 
of temperature, and the presence of albumin in the urine 
were of an ante-mortem nature. A post-mortem examina- 
tion was secured on the third case. The appearance of 
the liver, which impressed me especially, was a pale yel- 
low, almost white. The stomach was congested, and the 
anterior wall contained a large rent, while the abdominal 
cavity was filled with a sero-sanguinous fluid and some 
blood clots. The immediate cause of death in this in- 
stance was evidently attributable to a rupture of the stom- 
ach and hemorrhage. 

In the foregoing cases vomiting was well advanced 
when seen. Surely, however, one ordinarily anticipates, 
when the stomach becomes retentive, that with careful 
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feeding the danger is passed; but experience has dis- 
pelled the illusion. 

The fourth case I report with the consent of Dr. Ralph 
M. Thomson, of Savannah, in whose practice, a few 
months ago, it occurred : 

A multipara, aged thirty-two and the mother of two 
children, was in the third month of pregnimcy when seen. 
With the first child both nausea and menstruation had 
continued practically throughout the entire period. In the 
second no abnormal condition was noted. Two years 
prior to what proved to be her fatal sickness, she aborted 
at about three months. Her previous hisiory was one of 
constipation, which became aggravated with conception 
and the incipiency of vomiting. When first consulted 
nausea had persisted periodically for ten days, but was 
not sufficiently marked to cause alarm, prevent light- feed- 
ing or compel the patient to go to bed. For three days 
subsequent to the first visit the patient remained up and 
about and retained some nourishment, both pulse and tem- 
perature in the meanwhile remaining normal. On the 
evening of the fourth day the vomiting became intense, 
soon increasing in severity, and the pulse rate greatly ac- 
celerated. Throughout the fifth and sixth days the con- 
dition grew in gravity, and the stomach retained nothing. 
On the morning of the seventh day (less than seventy- 
two hours after going to bed) the uterus was emptied. 
The pulse at the time fluctuated between 125 and 140 
beats per minute and continued in this ratio until a short 
while before death, when the rate was increased. On the 
third day after the induction of abortion, and not until 
then, the vomiting ceased. With this cessation involun- 
tary evacuations commenced. These continued at inter- 
vals. The movements were dark, slimy, and of a gela- 
tinous consistency. On the evening of the next day, one 
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week after being forced to bed, the patient died. The 
temperature remained normal until twenty-four hours 
preceding the end. There was no delirium, and she was 
rational practically throughout the entire period of sick- 
ness. Her kidneys acted well, and at no time was albu- 
min found in the urine. Emaciation was decided 'and 
progressive. An autopsy was not held. 

TREATMENT. 

The successful treatment of the vomiting of pregnancy 
must necessarily take place before it becomes pernicious. 
It has been demonstrated to my mind very conclusively 
that after a certain stage has been reached, any and every 
form of treatment wull avail absolutely no result. 

It is of prime importance to accurately diagnose, or 
classify, if possible, each condition ; and to know when to 
interfere in cases of toxemic vomiting. The task is not 
easy. 

Jewctt says: "The vomiting is pernicious when it is 
so severe and persistent as to jeopardize the patient's life." 
My own experience but corroborates his opinion, for, at 
this time, not only does it fail to yield to such remedies, 
but no method of treatment has given encouragement. 
The decision must be reached before this stage, and the 
chief hope of success for a scientific. and reliable treat- 
ment seems to be through the medium of a careful ex- 
amination of the urine. 

In many cases the urine responds to the usual tests, as 
to specific gravity, albumin, etc., in a normal way, con- 
sequently little can be expected from anything in the way 
of the usual routine examination. 

J. W. Williams says : "There is a striking change in 
the metabolism which is manifested by a great increase in 
the percentage of nitrogen put out as ammonia, as com- 
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pared with the total nitrogen of the urine, so that the 
former, being from 3 to 5 per cent, normal, may rise from 
16 per cent, to 46 per cent. Whether this increased am- 
monia coefficient is due to the fact that the marked de- 
struction of the liver tissue interferes with the normal 
oxidation of the nitrogeneous material, so that large 
amounts escape conversion into urea, and are, therefore, 
-excreted in a less highly oxidized form as ammonia; or 
whether it represents an attempt to neutralize the exces- 
sive production of acid, a so-called acid intoxication, is 
xit present undetermined." He further remarks that 'the 
practical outcome of his experience is, that "the marked 
increase in the ammonia coefficient in wom.en suffering 
from the pernicious vomiting of pregnancy, indicates the 
existence of a serious toxemia, which, if allowed to con- 
tinue, will be accompanied by lesions of the liver and other 
organs inconsistent with life." He lays down the rule 
that ammonia coefficient of ten per cent is the danger sig- 
nal. He thinks that when that is, reached abortion- should 
be induced, as it offers the only hope of checking the toxe- 
mia' and saving the life of the patient. 

The practical importance of a differential diagnosis be- 
tween neurotic vomiting of pregnancy and the toxemic 
variety is, therefore, apparent ; and, theoretically, at least 
affords a working basis that only an examination of the 
urine can supply. 

If, after such an examination, it is ascertained that the 
ammonia nitrogen is not increased, then the vomiting is in 
all probability of neurotic origin. As little is to be de- 
rived from the means now at our command, the sug- 
gestion, to say the least, deserves a searching investigation 
and diligent study. 

In neurotic vomiting the patient should be put to bed, 
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carerully fed; and given practically a rest cure. Good 
results may be expected without further interference. 

Usually in the toxic type an excess in the amount of 
ammonia nitrogen and a decrease of urea nitrogen are 
found. 

Stone lays a great deal of stress on excesses of indican^ 
and the presence of albumin in the urine. 

The ordinary hypo-bromite method of estimating the 
urea includes both the urea and ammonia nitrogens, there- 
fore the result is misleading. 

When the diagnosis of toxic vomiting has been estab- 
iished by examination of the urine ; that is, when demon- 
strated that the quantity of ammonia nitrogen is lo per 
cent, or over, the most rational form of treatment seems 
to be that of elimination, with absolute rest in bed, daily 
lavage, rectal feeding and hot saline enemata frequently 
repeated, with a little whiskey added if necessary. 

The question of emptying the uterus is often a matter 
of great consideration. 

Cohnstein says : **Out of two hundred cases, forty per 
cent, continue to vomit after this has been accomplished."' 
He states that when "safe and efficient it is not necessary, 
while in extreme cases it adds greatly to the danger, and 
rarely stops vomiting.'' 

As to results, my experience and observations coincide 
with the opinion he has expressed. 

In two of the cases cited the stomach retained liquic! 
nourishment for forty-eight hours before death, but 
whether such was digested and absorbed is decidedly 
questionable. 

I have had no practical experience in the examination 
of the urine for ammonia nitrogen. 

My chief object in writing on this subject has been in* 
the hope of inviting a discussion, which may prove oi 
lasting benefit to the profession. 



WHEN MAY WE ADVISE GONORRHEAL PA- 
TIENTS TO MARRY? 



Bt W. L. champion. M.D., Atlanta. 



Appreciating the fact that from fifty to seventy-five per 
cent, of the acute inflammatory conditions of the female 
pelvis are due to gonorrheal infection, that gonorrhea 
in the male is as deceptive as Satan, and frequently a very 
troublesome disease to cure, makes the above question, to 
the thoughtful and conscientious physician, one of serious 
import. 

When we consider this high percentage of Innocent 
women suffering as a result of man's ignorance and de- 
pravity, and knowing that ninety or ninety-five per cent. 
of the male population at some period of their lives suffer 
from gonorrhea, this question can not too. often be 
brought before medical men for discussion. Patients are 
so frequently seen with a chronic gonorrhea, which has 
extended over a period of years, that the question is often 
asked, is the disease curable ? When the infection is con- 
fined to the genital organs, that is, the urethra, bladder, 
prostate, vesicles and adjacent glandular structures, it is 
curable at any stage. When the kidneys or the joints and 
other serous- membranes are attacked, it is doubtful if they 
are ever restored to their normal condition. I warrant 
the assertion, and can demonstrate it, that in a large ma- 
jority of the chronic or relapsing cases of gonorrhea the 
seat of trouble, or focus of infection, is in the prostate 
gland and seminal vesicles. Next in frequency, it will 
be found in the thickened and inflammatory tissues around 
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urethral strictures or fistulous tracts and periurethral 
glands. 

In a case of gonorrhea that has extended over a period 
of months the gonococcus has not limited its ravages to 
the epithelial covering of the urethra, which an ordinary 
injection or local application will reach, but has penetrated 
deeper into the tissues and, therefore, more stubbornly 
resists therapeutic measures. It is not infrequent to see 
a patient who has gone for months without any external 
evidence of the disease, and the urine containing very few 
"clap shreds" develop, as it were, a fresh attack from the 
passage of a full-size sound ; or thorough massage of the 
prostate will bring to the surface gonoccocci that have 
been lying dormant in the glands and follicles. The poin!: 
which I wish to emphasize is that the disappearance of 
all external evidence of the disease, as a rule, leads the 
patient, and too frequently his physician, to believe that 
he is well, when, in fact, he is as dangerous from the stand- 
point of being infectious as if he had a purulent discharge 
from the urethra. It is not only the genito-urinary sur- 
geon who should be posted in regard to these matters, but 
every physician who takes charge of a case of gonorrhea 
should be well enough informed to make the necessary 
examination and tests, and determine whether a man can 
infect his wife or not. 

The urine of a gonorrheal patient should be examined 
each day in a clean, clear glass, with a good light, to see 
if shreds or particles of pus are in the specimen, and to 
note the improvement or retrograde action of the disease. 
This test is as important as taking the pulse of a patient 
v/ith an acute febrile disease. There may be pus in a pa- 
tient's urine and gonococci absent, but it is the exception, 
when there is a history of gonorrhea. It is the duty of a 
physician, before dismissing a patient as cured, to sec 
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that his urine is free of pus, or, if pus is present,' that it 
does not contain gonococci ; that the prostate or seminal 
vesicles are not involved ; that there are no fistulous tracts 
cr enlarged glands about the frenum or along the ure- 
thra; he should pass a bulbous bougie or urethrometer 
to note if there are contractions of the urethra. With the 
endoscope the entire length of the urethra can be inspected 
to determine if any of the follicles or crypts are diseased. 

To treat gonorrhea scientifically it is absolutely neces- 
sary to use the microscope. It is criminal to write pre- 
scriptions for patients, allow them to treat their own case, 
and, with the little knowledge they have of the disease, 
determine from external appearances when they are well. 

If every practitioner will make it a rule to carefully 
examine the genitals of this class of patient, feel of the 
prostate to ascertain if it is sensitive, hard, enlarged or 
involved in any manner, strip the vesicles, and examine 
the various secretions under the microscope, which is a 
simple procedure, it will take only a short time to gain 
the experience which every man should have who handles 
cases of this kind; then he can give to his patrons the 
scientific advice they pay for, and to humanity that which 
he owes. When a patient's urine is free of pus; when 
the prostate and vesicles are in a normal condition, when 
the periurethral glands are not enlarged, when the pros- 
tatic and seminal secretion obtained by compression and 
urethral discharge set up by a solution of silver nitrate 
does not show the gonococcus present, we can state to a 
gonorrheal patient that he may safely marry. The highest 
and most unselfish duty in our professional work is the 
prevention of disease and the protection of the innocent. 
We can in part perform this duty by protecting innocent 
women from the ravages of this dread disease, and lessen- 
ing the number of infants soon blind to the world. 



GONORRHEA. 



By W. C. DeLAMAR, M.D., Mountain Hill. 



I wish first to rqx>rt a very interesting case of gonor- 
rhea. May 24, 1905, a negro whose features and personal 
demeanor were characteristically African, came into my 
office and said : "Doctor, I want you to do something f or 
my e^^es.'^ A severe conjunctivitis of one eye was evident. 
The history revealed a mild case of gonorrheal urethritis. 
A microscopic examination of the excretions from- the eye 
made by my brother and myself demonstrated the pres- 
ence of the gonococci in abundance. He was instructed as 
to diet, cleanliness, temperance and hygiene. A mild so- 
lution of protargol was prescribed and I asked him to re- 
turn in five or six days, as he lived about eight miles. 
June 2d he returned somewhat improved. The prescrip- 
tion was refilled and he was instructed to return when he 
had used the medicine. He was next seen July 19th. 
Was he cured ? Nay, verily. Both eyes were affected and 
one to two corneal ulcers in each eye. Both nasal cham- 
bers were typically gonorrheal. A tonic treatment was 
given. Peroxide of hydrogen, followed by protargol so- 
lution was the prescription to be used in the eyes and 
nasal cavities. .Ulcers were treated locally. He was asked 
to come more regularly, which he did for six or eight 
weeks, at the end of which time he was very much im- 
proved, or about well. Subsequently he removed and has 
not been seen since. 

This was a case of gonorrlieal ophthalmia of pro- 
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nounced severity, originating from a mild case of gonor- 
rheal urethritis that yielded to treatment. Is it not 
probable that the infection went from the eye to nasal 
cavities by way of the nasal duct? Both sides were af- 
fected simultaneously and were equal in severity. In 
treating gonorrheal urethritis I have found for the initial 
of the attack a 5 to lo per cent, solution of protargol one 
of the best remedies to use as injection three times a day 
or more, at the same time giving some of the mild urinary 
antiseptics. For attack of long standing pass your sounds 
for a stricture of some type, for it is more than likely to 
be present. I have been more successful with permanga- 
nate of potash as an injection, varying in strength accord- 
ing to the individuality of the case. Here, too, I consider 
the internal antiseptics of service. That gonorrhea is due 
to the gonococcus no infoniied physician will dispute. It 
is equally well known that gonorrhea is contracted nine 
hundred and ninety-nine cases out of a thousand by sexual 
intercourse. In every case, one for sure, and sometimes 
both, of the parties are prostitutes. G. Frank Lydston, 
than whom we have no better authority on genito-urinary 
surgery, says that "the fallacious notion of the simplicity 
of gonorrhea and its congener has proved disastrous. 
Physicians should embrace every opportunity to impress 
the patient with the fact that gonorrhea is one of the 
most, and perhaps the most, far-reaching in its results of 
all the infectious diseases. It is not only worse than a 
bad cold, contrary to the lay opinion upon the subject, but 
it is far worse than its much dreaded rival for venereal 
popularity — syphilis." 

In view of these facts we have not discharged our duty 
to our patients if we fail to impress on them the gravity of 
the disease, and the absolute necessity of their most hearty 
and sincere co-operation in treating gonorrhea. Again we 
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quote Lydston : "Stricture, the most important sequel of 
gonorrhea, is often productive of the most profound path- 
ologic disturbance in the proximal portion of the genito- 
urinary tract. Inflammation of the bladder, calculous 
disease, inflammation and dilatation of the ureters, surgi- 
cal diseases of the kidneys, and possibly ordinary Bright's 
disease are often directly traceable to it. Few individuals 
who have suffered from pronounced stricture are unaf- 
fected either with renal disease, or what is practically the 
same thing, a locus minoris resistentiae in the direction of 
the kidneys that favors the development of acute or 
chronic Bright's disease from- apparently trivial causes. 
There are few, if any, cases of posterior gonorrhea in 
which the prostate is unaffected. It is the author's view 
that many individuals who, in after-life, develop prostatic 
hypertrophy owe that condition to the effects of an early 
gonorrhea. We are all aware of the frequency of pros- 
tatic affections in old men. 

If these were the worst features and sequels of gonor- 
rhea in the male, the state of affairs would be so much bet- 
ter than they really are. These gonorrheal sufferers mar- 
ry nearly always before they are completely cured. Now, 
if gonorrhea in the female manifested its ravages as it 
does in the male, how much more fortunate for all con- 
cerned. The female urethra is rarely affected. The vasfi- 
nal walls resist the gonococcus with ahnost unvarying 
success, but the endometrium falls an easy prey. When 
the germ has reached this citadel of safety from success- 
ful medication it holds out a defiance to the genito-urinary 
surgeon that makes him quake with disgustful awe. 

Of gonorrhea in the female, Lydston has to say : "The 
more carefully we study pelvic diseases in women the nar- 
rower their etiologic field becomes, and the more fre- 
(Juently they are found to be dependent upon gonorrhea. 
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Thus, when freed from pathologic and anatomic error\ 
pelvic inflammations are found to be dependent in the 
majority of cases, if not all, upon tubal diseases, and tubal 
disease is unquestionably almost always due to gonor- 
rhea and its congeners or derivatives." I am quite sure that 
the most cases of "one child sterility" are not due to a 
lacerated cervix or perineum, but to the ravages of gonor- 
rhea on the generative organs. 

Now as to the frequency O'f gonorrhea in the female 
we find that Noeggerath said some years ago that he 
questioned the husband of every woman who came under 
treatment, and he was of the opinion that we could apply 
to the dictum of Ricord that eight hundred men in one 
thousand have had gonorrhea, and that he believed 90 per 
cent, of cases remained uncured, and that he believed of 
every one hundred women who have married men form- 
erly affected by gonorrhea hardly 10 per cent, remained 
well ; the others are affected by ailments consequent upon 
gonorrhea. 

Here is a picture from life that is seen often by eyery 
practicing physician: A youth has harvested from his 
crop O'f wild oats just a case of gonorrhea. He is treated 
by a so-called genito-urinary surgeon. He is unwarned 
of the breakers ahead, and he leads to the hymeneal altar 
a fair young bride. She is the idol of her home, as inno- 
cent of evil as when an infant on the mother's breast. 
Often in a few short days of bliss the fire of gonorrhea 
begins to consume her on this altar ; even before she con- 
ceives. Its ravages are so complete that she can never 
be a mother, and she drags out a miserable existence. She 
consults the most eminent specialist and all the available 
means are expended in quest of health, but none can be 
found. The dear relatives question the "wise dispensa- 
tion of Providence" in so afflicting one so pure and inno- 
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cent. As she expresses it, "she rarely has an easy mo- 
ment." How different if the husband had been forearmed 
Ly being forewarned and cured. 

Would that this resolution could be assimilated into 
the moral nature of every physician on whose ears these 
words fall, and unto whom these lines may come. I shall 
henceforth use extreme diligence to inform all cases of 
gonorrheal patients of the gravity of the disease, and shall 
strive to engender into the public mind a complete ab- 
horrence and perfect disgust for the disease. 



CIRCUMCISION. 



By J. H. CRAWFORD, M.D., Mabtin. 



This is a subject in which I have long been interested. 
It is one to which I have given close attention since my 
graduation in 1900. To the profession it is in my mind of 
paramount importance, and it is one which should receive 
attention from every physician and surgeon in the country. 

Of course, I do not claim to know everything there is 
to know with reference to circumcision, but I have seen 
so many bad results from the neglect thereof that I have 
attempted to write a paper upon. the subject, and try to 
call the attention of the profession to the importance of 
early circimicision in cases where it is needed. 

This subject seems to be neglected in some degree by 
the profession, for I have heard few papers read at 
our regular meetings with regard to circumcision or kin- 
dred subjects. 

Now, if I do no more in this paper than to merely call 
attention to .the importance of same, then I shall have 
accomplished something, and my paper will not have been 
written in vain. 

In the first place, what is circumcision? It is derived 
from two Latin words, viz. : Circum, meaning round, 
and cchedOj to cut, and literally means to cut round. It 
means the taking away of the foreskin, or prepuce, as an 
operation in minor surgery. 

We shall first consider the diseases, or rather the mal- 
formations of the penis, which demand surgical attention, 
circumcision or retraction of the foreskin or prepuce. 
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Now, the malformations of the penis which demand our 
attention in this connection are only five, viz. : Adherent 
prepuce, phimosis, paraphimosis, hypospadias and epispa- 
dias, the most important malformations being the two 
former. 

Adherent prepuce: We sometimes hear this condition 
termed false phimosis. You will find this condition in 
almost all male children, and its occurrence is so very fre- 
quent that we can hardly call it a malformation. In every 
male infant, however, where this condition of adherent 
prepuce is found it should require immediate attention. 

In cases where it is unnecessary to circumcise, when the 
prepuce is not too long, it is only necessary to retract 
forcibly the foreskin to completely bring the glans into 
view, then to remove the smegma by wiping or washing it 
away and cover the glans penis with a few drops of oil 
or sterile vaseline and then draw the skin forward over 
the glans. This should be repeated every day until the 
patient is well. Don't leave this for members of the fam- 
ily to do, for they will not properly attend to it. It is a 
delicate operation and one which causes considerable pain 
to the little fellow and if left to the family it will in a few 
days be in the same condition as before the operation. 

Phimosis: This is a true malformation of the 
penis and it may or may not be congenital. In phimosis it 
k impossible to retract the prepuce over the glans. It 
is usually congenital, but it may be brought about by in- 
flammation. In congenital phimosis there is retention of 
sebaceous matter or smegma. This in itself will start up 
inflammation, and you will have then adhesion of the 
foreskin to glans. 

This form of phimosis may induce irritability of the 
bladder, incontinence of the urine, prolapse of the rectum 
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and many nervous symptoms. Later on in this paper I 
shall say more about the nervous symptoms. 

Sometimes the degree of phimosis is so great that there 
is no preputial opening at all. In fact, this is the kind of 
case I met with in my first experience in circumcision. It 
was while I was serving my intemeship at the Capital 
City Hospital of Augusta, when I had a patient, an adult, 
who had been suffering untold agonies as the result of a 
phimosis with no preputial opening. In other cases the 
opening is so small that they can not see any part of the 
glans even though you attempt to pull the prepuce back. 
But in most cases I find that a small portion of the glans 
can be brought into view by a certain amount of manipu- 
lation. Sometimes, and often it is the case, you may find 
a complication of phimosis in the way of an elongated 
prepuce, which is called hypertrophic phimosis. Where 
you have phimosis it is impossible in many cases to keep 
the organ clean and in a sanitary condition, and the want 
or lack of cleanliness leads to infection of different forms, 
and to inflammation of the glans. 

Balanitis is very frequently found in infants as the re- 
sult of phimosis. There are so many complications from 
phimosis that I can only touch upon a few in this paper. 
I have already referred to some. 

It may be the cause of urethritis and lead to cystitis, 
and that to uritis, and it may seriously impair the func- 
tion of the kidneys. 

In consequence of the straining induced by phimosis 
hernia is apt to be a complication, either umbilical or in- 
guinal. Straining also may lead to hydrocele as a result 
of the pressure upon the spermatic cord. 

These are some of the mechanical results of phimosis, 
but more important than any of these are the reflex con- 
ditions coming as the result from the irritation. Many 
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times we find such nervous symptoms as a result simply of 
preputial adhesions. 

The pruritus, as a result of the hyperesthetic condition, 
causes priapism, and hence we have masturbation, which 
is one of the worst habits the young can be guilty of. It 
s-ips the young life and causes many a strong mind to 
become weak. Early circumcision, from no other cause 
than this, should be done without thinking of it as being 
sach a delicate thing to do, nor letting timidity upon the 
part of the physician overcome the duty to your fellow 
man and to your country. 

Insomnia, night terrors and many other nervous symp- 
toms may be produced. 

Phimosis is a common cause of frequent micturition, 
one of the mechanical complications, and a great many of 
the symptoms of stone in the bladder. Nocturnal inconti- 
nence is a symptom with which we are all familiar, and I 
dare say most of us have had experience on this line of 
a personal nature. You will excuse me if I say that if I 
should ask you for your own personal experience with ref- 
erence to wetting of the bed when you were a child, I 
should be most confident that your answer would be in 
the affirmative. Why is this true? Simply because of an 
existing phimosis or an adherent prepuce. Why is this, 
then, not an important subject, if all this is true? 

Reflex phenomena: We come now to the reflex phe- 
nomena which may be brought about by the neglect of 
early circumcision. The reflex phenomena attributed to 
phimosis, rather to neglect of early circumcision, are not 
n few. My symtpathy goes out to the little fellow who 
has been neglected so long that these nervous symptoms 
are brought on. 

In cases where it is necessary to circumcise, do your 
duty, and when the little fellow becomes a man he will 
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thank you and his father for thus having treated him. 

But I was about to diverge from the reflex phenomena, 
which are caused by phimosis or adherent prepuce. 

Foremost among these are epilepsy, convulsions, neu- 
rasthenia, pseudo-paralysis, chorea, muscle spasms, stra- 
bismus and amaurosis. 

These nervous diseases are included in the functional 
nervous troubles of childhood. Sometimes we fail, how- 
ever, to make the proper diagnosis in patients suffering 
from some nervous disease by saying it is due to phimosis. 
Not all nervous diseases can be attributed to this malfor- 
mation of the penis. But I say, gentlemen, when you are 
called to see a patient, and if you see* it is nervous and 
irritable find out if it is a male. If so, look for an ad- 
herent prepuce or phimosis. It will be well for us all to 
remember that one point in trying to come to a conclusion 
as to what is the real source of the disease. It is a serious 
thing to neglect a weak, anemic child who shows symp- 
toms" of a nervous temperament by letting the phimosis 
exist. Circumcise! Circumcise!! 

Some children have an elongated prepuce and a phimo- 
sis without giving them any unpleasantness. This is only 
true with reference to very healthy children, but later in 
life it is apt to give thenj trouble, trouble of a very serious 
nature, as was the case with my first patient whom I cir- 
cumcised in the city hospital here in this city, some years 
ago. 

Operation : My method of operation is to first prepare 
the field by asepticizing after anesthetizing; either a local 
anesthetic or a general anesthetic may be used. This de- 
pends upon the concomitant circumstances. With a 
couple of hemostatic forceps grasp the foreskin above and 
below and make a slight traction. Catch the prepuce 
where it is desired to be cut with another forceps horizon- 
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tally, and cut off the redundant prepuce. Now I trim 
away another small amount of the mucous membrane, 
say one-half to three-fourths of an inch from the corona 
glandis, then stitch the mucous membrane to the skin with 
catgut and dress with sterile gauze. 



CO-NSTITUTION AND BY-LAWS 



OF THE 



Medical Association of Georgia* 



CONSTITUTION. 

Article I. — Name of the Association. 

The name and title of this organization shall be the 
Medical Association of Georgia. 

Article II. — Purposes of the Association. 

The purposes of this Association shall be to federate 
and bring into one compact organization the entire medical 
profession of the State of Georgia; to extend medical 
knowledge and advance medical science; to elevate the 
standard of medical education, and to secure the enact- 
ment and enforcement of just medical laws; to pro-, 
mote friendly intercourse among physicians ; to guard and 
foster the material interests of its members and to protect 
them against imposition ; and to enlighten and direct pub- 
lic opinion in regard to the great problems of State medi- 
cine, so that the profession shall become more capable and 
honorable within itself, and more useful to the public, in 
the prevention and cure of disease, and in prolonging and 
adding comfort to life. 

Article III. — Component Societies. 

Component Societies shall consist of those county medi- 
cal societies which hold charters from this Association. 

(389) 
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Artici^e IV. — Composition of the Association. 

Section i. This Association shall consist of members 
and delegates. 

Sec. 2. Members. The members of this Association 
shall be the members of the component county medical so- 
cieties, to which only white physicians shall be eligible. 

Sec 3. Delegates, Delegates shall be those members 
who are elected in accordance with this constitution and 
by-laws to represent their respective component societies 
in the House of Delegates of this Association. 

ARTIC1.E v.— House of Delegates. 

The House of Delegates shall be the business body of 
the AsGociation, and shall consist of ( i ) Delegates elected 
by the component county societies; (2) the Councilors, 
and (3) ex officio , the President and Secretary of .this 
Association. 

Article VI. — Council. 

The Council shall consist of the Councilors, and the 
President and Secretary, ex officio. Besides its duties 
mentioned in the by-laws, it shall constitute the Finance 
Committee of the House of Delegates. Five Councilors 
shall constitute a quorum. 

Article VH. — Sections and District Societies. 

The House of Delegates may provide for a division of 
the scientific work of the Association into appropriate sec- 
tions, and for the organization of such' Councilor District 
Societies as will promote the best interests of the profes- 
sion, such societies to be composed exclusively of mem- 
bers of component societies. 
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Article VIII. — Sessions and Meetings. 

The annual meetings shall take place on the third 
Wednesday in April, and at such place as shall be desig- 
nated by the Association. 

Artici^E IX. — Officers. 

Section i. The officers of this Association shall be a 
President, two Vice-Presidents, a Secretary-Treasurer and 
eleven Councilors, one from each congressional district. 

Sec. 2. The officers, except the Secretary-Treasurer 
and Councilors, shall be elected annually. The terms of 
the Councilors shall be for three years, those first elected 
serving one, two and three years, as may be arranged, viz. : 
the Councilors for the first, second, third and fourth dis- 
tricts for three years ; those for the fifth, sixth, seventh 
and eighth for two years ; those for the ninth, tenth and 
eleventh for one year. The Secretary-Treasurer shall be 
elected for a term of five years. All these officers shall 
serve until their successors are elected and installed. 

Sec. 3. The officers of this Association shall be elected 
by the Association by ballot, and without nomination, at 
3 o'clock on the last day of the annual session, and no 
person shall be elected to any such office who is not in at- 
tendance on that annual session, and who has not been a 
member of the Association for the past two years. If 
there is no election on the first ballot, the three names re- 
ceiving the highest number of ballots shall be voted on, 
the other names being dropped. If there is no election on 
second ballot, the two names receiving the highest num- 
ber of ballots shall be voted on until election occurs. Dele- 
gates to the American Medical Association shall be elected 
at same time and in same manner. 
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Article X. — Funds and Expenses. 

Funds shall be raised by an equal per capita assessment 
on each component society. The amount of the assess- 
ment shall not exceed the sum of $3.00 per capita per an- 
num. Funds may be appropriated by the House of Dele- 
gates to defray the expenses of the Association, for pub- 
lications, and for such other purposes as will promote the 
welfare of the profession. All resolutions appropriating 
funds must be referred to the Finance Committee before 
action is taken thereon. 

Article XL — Ratification. 

The House of Delegates shall submit all questions be- 
fore it to the Association for ratification. 

Article XII. — The Seal. 

The Association shall have a common seal, with power 
to break, change or renew the same at pleasure. 

Article XIII. — Amendments. 

Any amendment that may be offered to the constitu- 
tion shall lie over until the next annual meeting; and for 
its adoption at such meeting shall require a two-thirds 
vote of all present and voting. 



BY-LAWS. 



Chapter I. — Membership. 

Section i. The name of a physician on the properly- 
certified roster of members of a component society, which 
has paid its annual assessment, shall be pruna facie evi- 
dence of membership in this Association. 

Sec. 2. Any person who is under sentence of suspen- 
sion or expulsion from a component society, or whose 
name has been dropped from its roll of members, shall not 
be entitled to any of the rights or benefits of this Associa- 
tion, nor shall he be permitted to take part in any of its 
proceedings until he has been relieved of such disability. 

Sec. 3. Each member in attendance at the annual ses- 
sion shall enter his name on the registration book, indi- 
cating the component society of which he is a member. 
When his right to membership has been verified by refer- 
ence to the roster of his society, he shall receive a badge 
which shall be evidence of his right to all the privileges 
•of membership at that session. No member shall take 
part in any of the proceedings of an annual session until 
he has complied with the provisions of this section. 

Chapter II. — Generai. Meetings. 

Section i. All registered members may attend and 
participate in the proceedings and discussions of the Gen- 
eral Meetings. The General Meetings shall be presided 
over by the President, or by one of the Vice-Presidents. 

Chapter III. — House of Dei^Egates. 

Section i. The House of Delegates shall meet at 2 
p.m. on the day before that fixed as the first day of the 

26 mt (933) 
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annual session. It may adjourn from time to time as 
may be necessary to complete its business ; provided, that 
its hours shall conflict as little as possible with the Gen-, 
eral Meetings. The order of business shall be arranged 
as a separate section of the program. 

Sec. 2. Each component county society shall be en- 
titled to send to the House of Delegates each year one 
delegate for every fifty members, and one for each fraction 
thereof, but each component society which has made its 
annual report and paid its assessment as provided in this 
constitution and by-laws shall be entitled to one delegate. 
Should the regular delegate from any county not be pres- 
ent at the meeting, the President shall appoint a substi- 
tute from that county to act. 

Sec. 3. Twenty delegates shall constitute a quorum. 

Sec. 4. It shall, through its officers, Council and other- 
wise, give diligent attention to and foster the scientific 
work and spirit of the Association, and shall constantly 
study and strive to make each annual session a stepping- 
stone to future ones of higher interest. 

Sec. 5. It shall consider and advise as to the material 
interests of the profession, and of the public in those im- 
portant matters wherein it is dependent on the profession, 
and shall use its influence to secure and enforce all proper 
medical and public-health legislation, and to diffuse popu- 
lar information in relation thereto. 

Sec. 6. It shall make careful inquiry into the condi- 
tion of the profession of each county in the State, and 
shall have authority to adopt such methods as may be 
deemed most efficient for building up and increasing the 
interest in such county societies as already exist, and for 
organizing the profession in counties where societies do 
not exist. It shall especially and systematically endeavor 
to promote friendly intercourse among physicians of the 
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same locality, and shall continue these efforts until every 
physician in every county of the State who can be made 
reputable has been brought under medical society influence. 

Sec. 7. It shall encourage post-graduate and research 
VvTork, as well as home study, and shall endeavor to have 
the results utilized and intelligently discussed in the 
county societies. 

Sec. 8. It shall divide the State into Councilor Dis- 
tricts, one for each congressional district, and, when the 
best interest of the Association and profession will be 
promoted thereby, organize in each a district medical 
society, and all members of component county societies 
and no others shall be members in such district societies. 

Sec. 9. It shall have authority to appoint committees 
for special purposes from among members of the Asso- 
ciation who are not members of the House of Delegates. 
Such committees shall report to the House of Delegates 
and may be present and participate in the debate thereon. 

Chapter IV. — Duties of Officers. 

Section i. The President shall preside at all meetings 
of the Association and of the House of Delegates ; shall 
appoint all committees not otherwise provided for, and 
shall perform such other duties as custom and parliamen- 
tary usage may require. He shall be the real head of 
the profession of the State during his term of office, and, 
as far as practicable, shall visit, by appointment, the vari- 
ous sections of the State and assist the Councilors in 
building up the county societies, and in making their work 
more practical and useful. 

Sec. 2. The Vice-Presidents shall assist the President 
in the discharge of his duties. In the event of the Presi- 
dent's death, resignation, or removal, the Vice-Presi- 
dents, in their order, shall succeed him. 
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Skc. 3. The Secretary-Treasurer shall give bond in 
tlie sum of $1,000. He shall demand and receive all funds 
due the Association, together with the bequests and do- 
nations. He shall pay money out of the treasury only on 
a written order of the President. 

Sec. 4. The Secretary-Treasurer shall attend the Gen- 
eral Meetings of the Association and the meetings of the 
House of Delegates, and shall keep minutes of their re- 
spective proceedings in separate record-books. He shall 
be ex officio Secretary of the Council. He shall be cus- 
todian of all record-books and papers belonging to the 
Association. He shall provide for the registration of the 
members and delegates at the annual session. He shall, 
with the co-operation of the secretaries of the component 
societies, keep a card-index register of all the legal prac- 
titioners of the State by counties, noting on each his 
status in relation to his county society, and, on request, 
shall transmit a copy of this list to the American Medical 
Association. He shall aid the Councilors in the organiza- 
tion and improvement of the county societies and in the 
extension of the power and usefulness of this Associa- 
tion. He shall conduct the official correspondence, notify- 
ing members of meetings, officers of their election and 
committees of their appointment and duties. H^ shall 
employ such assistants as may be ordered by the House 
of Delegates with the approval of the Association, and. 
shall make an annual report to the Association. He shall 
supply each component society with the necessary blanks 
for making their annual reports; shall keep an account 
with the component societies, charging against each so- 
ciety its assessment and collect the same. Acting with 
the Committee on Scientific Work, he shall prepare and 
issue all programs. * The amount of his salary shall be 
fixed by the Association. 
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Chapter V. — Council. 

Section i. The Council shall meet on the day pre- 
ceding the annual session and daily during the session, 
and at such other times as necessity may require, sub- 
ject to the approval of the President. It shall meet on 
the last day of the annual session of the Association to 
organize and outline work for the ensuing year. It shall 
elect a chairman and clerk, who, in the absence o^ the 
Secretary of the Association, shall keep a record of its 
proceedings. It shall, through its chairman, make an 
annual report to the House of Delegates. 

Sec, 2. Each Councilor shall be organizer and peace- 
maker for his district. He shall visit each county in his 
district at least once a year for the purpose of organizing 
component societies where none exist, for inquiring into 
the condition of the profession, and for improving and 
increasing the zeal of the county societies and their mem- 
bers. He shall make an annual report of his work, and of 
the condition of the profession of each county in his dis- 
trict at the annual session of the House of Delegates. The 
necessary traveling expenses incurred by such Councilor 
in the line of the duties herein imposed may be allowed 
by the House of Delegates on a proper itemized state- 
ment, but this shall not be construed to include his ex- 
pense in attending the annual session of the Association. 

Sec. 3. The Council shall be the Board of Censors of 
the Association. It shall consider all questions involving 
the right and standing of members, whether in relation 
to other members, to the component societies, or to this 
Association. All questions of an ethical nature brought 
before the House of Delegates or the General Meeting 
shall be referred to the Council without discussion. It 
shall hear and decide all questions of discipline affecting 
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the conduct of members or of a component society, on 
which an appeal is taken from the decision of an indi- 
vidual Councilor, and its decision in all such matters shall 
be final, when ratified by the Association. 

Sec. 4. In sparsely settled sections it shall have au- 
thority to organize the physicians of two or more coun- 
ties into societies, to be suitably designated so as to dis- 
tinguish them from district societies, and these societies, 
when organized and chartered, shall be entitled to all 
rights and privileges provided for component societies 
until such counties shall be organized separately. 

Sec. 5. The Council shall provide for and superin- 
tend the publication, and distribution of all proceedings, 
transactions and memoirs of the Association. All money 
received by the Council and its agents, resulting from the 
discharge of the duties assigned them, must be paid to 
the Secretary-Treasurer of the Association. As the Fi- 
nance Committee it shall annually audit the accounts of 
the Secretary-Treasurer and other agents of this Associa- 
tion and present a statement of the same in its annual 
report to the House of Delegates, which report shall also 
specify the character and cost of all the publications of 
the Association during the year, and the amount of all 
other property belonging to the Association under its con- 
trol, with such suggestions as it may deem necessary. In 
the event of a vacancy in the office of the Secretary- 
Treasurer, the Council shall fill the vacancy until the next 
annual election. 

Chapter VI. — Committees. ^ 

Section i. The standing committees shall be as fol- 
lows : 

A Committee on Scientific Work. 

A Committee on Public Policy and Legislation. 
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A Committee on Arrangements, and such other com- 
mittees as may be necessary. 

Skc. 2. The Committee on Scientific Work shall con- 
sist of three members, of which the Secretary-Treasurer 
shall be one, and shall determine the character and scope 
of the scientific proceedings of the Association for each 
session. Thirty days previous to each annual session it 
shall prepare and issue a program announcing the order in 
which papers, discussions and other business shall be pre- 
sented. 

Sec. 3. The Committee on Public Policy and Legisla- 
tion shall consist of three members and the President 
and Secretary. Under the direction of the House of Dele- 
gates it shall represent the Association in securing and 
enforcing legislation in the interest of public health and 
of scientific medicine. It shall keep in touch with profes- 
sional and public opinion, shall endeavor to shape legisla- 
tion so as to secure the best results for the whole people, 
and shall strive to organize professional influence so as to 
promote the general good of the community in local, 
State and national affairs and elections. 

Sec. 4. The Committee on Arrangements shall be ap- 
pointed by the component society in which the annual ses- 
sion is to be held. It shall provide suitable accommoda- 
tions for the meeting-places of the Association and of the 
House of Delegates, and of their respective committees, 
and shall have general charge of all the arrangements. 
Its chairman shall report an outline of the arrangements 
to the Secretary-Treasurer for publication in the program, 
and shall make additional announcements during the ses- 
sion as occasion may require. 

Chapter VII. — County Societies. 

Section i. All county societies now in affiliation with 
this Association, or those which may hereafter be organ- 
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ized in this State, which have adopted principles of or- 
ganization not in conflict with this constitution and by- 
laws, shall, on application, receive a charter from and be- 
come a component part of this Association. 

Sec. 2. As rapidly as can be done after the adoption 
of this constitution and by-laws, a medical society shall ' 
be organized in every county in the State in which no 
component society exists, and charters shall be issued 
thereto. 

Sec. 3. Charters shall be issued only on approval of 
the Council, and shall be signed by the President and Sec- 
retary of this Association. The Association shall have 
authority to revoke the charter of any component society 
whose actions are in conflict with the letter or spirit of 
this constitution and by-laws. 

Sec. 4. Only one component medical society shall be 
chartered in any county. 

Sec. 5. Each county society shall judge of the quali- 
fication of its own members, but, as such societies are the 
only portals to this Association, every reputable and le- 
gally registered white physician who does not practice 
or claim to practice, nor lend his support to, any exclusive 
system of medicine, shall be eligible to membership. Be- 
fore a charter is issued to any county society, full and 
ample notice and opportunity shall be given to every such 
physician in the county to become a member. 

Sec. 6. Any physician who may feel aggrieved by the 
action of the society of his county in refusing him mem- 
bership, or in suspending or expelling him, shall have 
the right to appeal to the Council, and its decision shall 
be final, when ratified by the Association. 

Sec. 7. In hearing appeals the Council may admit oral 
or written evidence, as in its judgment will best and most 
fairly present the facts, but in case of every appeal, both 
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as a Board and as individual Councilors in district and 
county work, efforts at conciliation and compromise shall 
precede all such hearings. 

Sec. 8. When a member in good standing in a com- 
ponent society moves to another county in this State, his 
name, on request, shall be transferred without cost to the 
roster of the county society into whose jurisdiction he 
moves. 

Sec. 9. A physician living on or near a county line 
may hold his membership in that county most convenient 
for him to attend, on permission of the component society 
in whose jurisdiction he resides. 

Sec. 10. Each component society shall have general 
direction of the affairs of the profession in its county, and 
its influence shall be constantly exerted for bettering the 
scientific, moral and material condition of every physician 
in the county ; and systematic efforts shall be made by each 
member, and by the society as a whole, to increase the 
membership until it embraces every qualified physician in 
the county. 

Sec. II. At some meeting in advance of the annual 
session of this Association, each county society shall elect 
a delegate or delegates to represent it in the House of 
Delegates of this Association, in the proportion of one 
delegate to each fifty members, or fraction thereof, and 
the Secretary of the society shall send a list of such dele- 
gates to the Secretary of this Association, at least ten days 
before the annual session. 

Sec. 12. The Secretary of each component society 
shall keep a roster of its members, and of the non-affili- 
ated registered physicians of the county, in which shall 
be shown the full name, address, college and date of 
graduation, date of license to practice in this State, and 
such other information as may be deemed necessary. In 
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keeping such roster the Secretary shall note any changes 
in the personnel of the profession by death, or by removal 
to or from the county, and in making his annual report 
he shall be certain to account for every physician who has 
lived in the county during the year. 

Sec. 13. The Secretary of each component society 
shall forward its assessment, together with its roster of 
officers and members, list of delegates, and list of non- 
affiliated physicians of the county, to the Secretary of this 
Association each year thirty days before the annual ses- 
sion. 

Sec. 14. Any county society which fails to pay its 
assessment, or make the report required, on or before 
April I of each year, shall be held as suspended, and none 
of its members or delegates shall be permitted to partici- 
pate in any of the business or proceedings of the Asso- 
ciation, or of the House of Delegates until such require- 
ment has been met. 

Chapter VIII. — Misc:;I.i.aneous. 

Section i. No address or paper before the Associa- 
tion shall occupy more than twenty minutes in its de- 
livery; and no member shall speak longer than five min- 
utes, nor more than once on any subject, except by unani- 
mous consent. 

Sec. 2. All papers read before the Association, or any 
of the sections, shall become its property. Each paper 
shall be deposited with the Secretary when read. 

Sec 3. The deliberations of this Association shall be 
governed by parliamentary usage as contained in Rob- 
ert's Rules of Order, when not in conflict with this con- 
stitution and by-laws. 
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Chapter IX. 



The present membership of the Association shall con- 
stitute the nucleus in their respective counties for the or- 
ganization of county societies. They shall have a pre- 
liminary organization and invite all reputable white physi- 
cians in their county to join them in forming a perma- 
nent organization. At the meeting for permanent organi- 
zation they shall elect officers and adopt a constitution 
and by-laws, the same not to conflict with that of the 
State Association. Those counties not now having mem- 
bership in the State Association may call a meeting of 
the regular white physicians, organize a society and se- 
cure a charter from the Secretary of the State Associa- 
tion. 

Chapter X. — Amendments. 

These by-laws may be amended at any annual session 
by a majority vote of the Association, after the amend- 
ment has laid on the table for one day. 



ROLL OF MEMBERS 

OF THK 

MEDICAL ASSOCIATION OF GEORGIA. 



Those counties marked with an asterisk have formed 
county societies, and all names given in such counties are 
members of the county society. In those counties not 
marked, societies have not yet been formed, but probably 
will be before the next meeting of the Association. 

Members are earnestly requested to inform the secre- 
tary-treasurer of any errors which will of necessity be 
.found this year. 

APPUNG COUNTY. 

Jas. E. Overstreet Baxley. 

W. C. Pirkle Baxley. 

J. L. Weaver Baxley. 

♦BALDWIN COUNTY. 

1 1. D. Allen Milledgeville. 

T. P. Atkinson Milledgeville. 

J. A. Callaway Milledgeville. 

J. B. Carter Milledgeville. 

J. G. Croley Milledgeville. 

W. A. Ellison Milledgeville. 

E M. Green Milledgeville. 

T. M. Hall Milledgeville. 

T. E. Hubert, Sec y Meriwether. 

R. V. Lamar Milledgeville. 
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G. A. Lawrence Milledgeville. 

Y. A. Little Milledgeville. 

J. W. Mobley Milledgeville. 

O. F. Moran Milledgeville. 

T. B. Perry Milledgeville. 

T. O. Powell Milledgeville. 

R. C. Swint Milledgeville. 

N. P. Walker Milledgeville. 

J. M. Whitaker Milledgeville. 

* BANKS COUNTY. 

O. N. Harden Homer. 

W. P. Harden, Sec V Commerce, R. F. D. 

V. D. Lockhart Maysville. 

F. M. Lothridge Baldwin. 

J. D. Rice Homer. 

T. G. Underwood Maysville. 

* BARTOW COUNTY. 

R. E. Adair Taylorsville. 

T. L. Arnold Kingston. 

G. W. Battle . Cassville. 

J. P. Bowdoin Adairsville. 

J. D. Bradley . Kingston. 

R. S. Bradley Folsom. 

O. H. Buford Cartersville. 

A. T. Calhoun Cartersville. 

W. H. Carr Pinelog. 

C. M. Chamlee, Sec'y AdairsvHle. 

A. B. Greene Cartersville. 

W. C. Griffin Cartersville. 

T. Lowry Euharlee. 

D. H. Monroe Emerson. 

W. Redwine Cassville. 

R. J. Trippe Cartersville. 
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F. V. Turk Stilesboro. 

W. B. Vaughan Ferrobutte. 

R. E. Wilson Graisdale. 

F. R. Calhoun (honorary) . . . -Cartersville. 

* BERRIEN COUNTY. 

p. H. Askew Nashville. 

L. A. Carter Nashville. 

W. M. Clements Lenox. 

S. G. Ethridge. Sparks. 

F. P. Key, Sec'y Nashville. 

L. B. Lovett Sparks. 

W. . P. Lovvom Cecil. 

W. A. Moore : . . . . Alapaha. 

G. A. Paulk Alapaha. 

W. M. Shepard Sparks. 

J. A. Ward Nashville. 

R. C. Woodward. . . ! Adel. 

* BIBB COUNTY. 

I. H. Adams Macon. 

R. B. Barron Macon. 

J. H. Bradley Macon. 

A. M. Burt Macon. 

N. T. Carswell Macon. 

M. A. Clark Macon. 

J. W. Cowart Walden. 

F. M. Cunningham Macon. 

H. P. Derry Macon. 

E. B. Elder Macon. 

N. G. Gewinner Macon. 

O. C. Gibson Macon. 

B. S. Gostin Macon. 

T. H. Hall Macon. 
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C. C. Harrold Macon. 

E. D. Hope Macon. 

H. L. Howard Macon, R. F. D. 

Max Jackson Macon. 

F. C. Johnston Walden. 

W. G. Lee .... Macon. 

W. J. Little Macon. 

J. C. McAfee Macon. 

W. W. McDowell Macon. 

H. McHatton Macon. 

Mary E. McKay Macon. 

J. M. Moore Macon. 

K. P. Moore Macon. 

S. P. Ousley Macon. 

S. B. Palmer Macon. 

C. H. Peete Macon. 

W. C. Pumpelly Macon. 

G. W. Roberson Macon. 

J. T. Ross Macon. 

W. P. Rushin Macon. 

J. A. Selden Macon. 

J. H. Shorter Macon. 

M. M. Stapler Macon. 

J. S. Sullivan Macon. 

O. H. Weaver, Sec'y Macon. 

F. L. Webb Macon. 

H. J. Williams Macon. 

W. H. Whipple Macon. 

J. F. Wright • Macon. 

BROOKS COUNTY. 

G. D. Dorough Quitman. 

S. S. Gaulden Quitman. 

E. L. Jelks Quitman. 

S. E. Sanchez Quitman. 
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bryan county. 

J. O. Strickland Pembroke. 

W. J. Williams Pembroke. 

BULIX)CH COUNTY. 

M. M. Holland Statesboro. 

W. D. Kennedy Metter. 

M. M. Lively Statesboro. 

J. Z. Patrick Statesboro. 

R. L. Sample Statesboro. 

J. B. Wamell Adabelle. 

W.D.Woods Lon. 

BURKE COUNTY. 

J. C. Brigham Girard. 

T. A. Baxton Girard. 

M. O. Fulcher Waynesboro. ' 

E. A. Harris Midville. 

H. B. McMaster Waynesboro. 

C. T. Milner Waynesboro. 

A. M. Torbit. St. Clair. 

* BUTTS COUNTY. 

B. P. Aiken Jenkinsburg. 

C. A. Butner Jackson. 

B. L. Byron Jackson. 

H. W. Copeland, Sec'y Jackson. 

J. E. Hanna Jackson. 

J. W. Harper Jackson, R. F. D. 1 

J. A. Jarrell . . . ; Jackson. 

W. H. Smith, Jr Jackson. 

W. H. Steele Jackson, R. F. D. 

J. M. Thaxton Jackson. 

W. J. Waits Flovilla. 

B. F. Watkins, Jr Jackson, R. F. D. 

O. C. Webb Jenkinsburg. 

A. F. White Flovilla. 
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'^^ calhoun county. 

N. E. Benson Morgan. 

L. B. Farmer Elmodel. 

E. P. Griffin Leary. 

P. E. Griffin Leary. 

C. J. Jenkins Edison. 

J. McReagan Morgan. 

H. L. Miller Arlington. 

W. M. Riley Arlington. 

W. E. Saunders Arlington. 

C. K. Sharp, Sec'y Arlington. 

CAMDEN COUNTY. 
* CAMPBELL COUNTY. 

Campbell and Clayton counties, together with the 
southern portion of Fulton, have organized a medical so- 
ciety, known as the South Fulton, Clayton and Campbell 
County Medical Society, with following members : 

C. T. Cannon Jonesboro. 

J. S. Cousins Jonesboro. 

C. M. Curtis College Park. 

J. H. Dennard, Sec'y East Point. 

J. J. Foster , College Park. 

J. T. Henley College Park. 

E. W. Hawkins College Park. 

J. T. Longino Fairburn. 

E. P. Mixon East Point. 

E. P. Overby East Point. 

* CARROLL COUNTY. 

F. E. Andrews .Clem. 

C. L. Baskin Temple. 

Homer Boatwright CarrolltOM. 
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F. M. Brock Carrollton, R. F. D. 

G. W. Burnett Whitesburg. 

J. B. Camp Carrollton. 

J. R. M. Carter. Carrollton. 

J. F. Cole, Sec'y. • Carrollton. 

B. L. Embry Villa Rica. 

W. L. Fitts Carrollton. 

W. W. Fitts Carrollton. 

H. J. Goodwin Roopville. 

J. C. Griffies Carrollton, R. F. D. 

M. M, Hallum. Carrollton. 

J. D. Hamrick Carrollton. 

K. L. King Carrollton, R. F. l 

J. L. Lovvom Bowden. 

W. H. Malone Mt. Zion. 

H. R. Marchman Villa Rica. 

J. A. Martin Mt. Zion. 

B. R. Moore Temple. 

B. C. Powell Villa Rica. 

J. A. Reeves Whitesburg. 

T. E. Rogers Carrollton. 

J. R. Sewell Carrollton. 

J. C. Smith Carrollton, R. F. I). 

T. M. Spruell Temple. 

M. H. Stephens Bremen. 

CATOOSA COUNTY. 

No members. 

CHARLTON COUNTY. 

No members. 

♦CHATHAM COUNTY. 

H. P Adams Savannah. 

W. H. Adams Savannah. 
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A. L. R. Avant Savannah. 

J. O. Baker Savannah. 

Craig Barrow Savannah. 

G. O. Brinkley Savannah. 

W. F. Brunner Savannah. 

J. N. Carter Savannah. 

T. J. Charlton Savannah. 

T. S. Clay Savannah. 

J. F. Chisholm . . Savannah. 

Martin Cooley Savannah. 

E. R. Corson Savannah. 

B. D. Courshon Savannah. 

M. X. Corbin. Savannah. 

W. B. Crawford Savannah. 

J. A. Crowther Savannah. . 

W. R. Dancy Savannah. 

J. W. Daniel Savannah. 

M. F. Dunn Savannah. 

J. L. Farmer Savannah. 

St. J. B. Graham Savannah. 

H. W. Hesse, Sec'y Savannah. 

J. L. Hiers Savannah. 

J. S. Howkins Savannah. 

J. L. Jackson Savannah. 

J. G. Jarrell Savannah. 

G. H. Johnson Savannah. 

Jabez Jones Savannah. 

R. S. Kenan Savannah. 

R. Lattimore *. . Savannah. 

J. L. Lee Savannah. 

Lawrence Lee Savannah. 

W. W. Lee Savannah. 

J. C. LeHardy Savannah. 

H. H. Martin .,. . Savannah. 
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H. H. McGee Savannah. 

A. A. Morrison Savannah. 

G. M. Norton Savannah. 

W. E. Norton Savannah. 

E. H. Nichols Savannah. 

W. W. Owens Savannah. 

E. S. Osborne Savannah. 

B. P. Oliveros Savannah. 

B. S. Purse Savannah. 

J. T. Rogers Savannah. • 

A. B. Simmons * Savannah. 

J. M. Sigman Savannah. 

Chas. Silverman Savannah. 

Parish Smith: Savannah. 

J. A. Stothart Savannah. 

Ralph Thomson Savannah. 

J. K. Train Savannah. 

M. R. Thomas Savannah. 

T. P. Waring Savannah. 

F. Wahl Savannah. 

A. W. Winders Savannah. 

G. R. White Savannah. 

W. S. Wilson Savannah. 

J. Weichselbaum Savannah. 

CHATTAHOOCHEE COUNTY. 

No members. 

CHATTOOGA COUNTY. 

W. J. Bryant Summerville. 

* CHEROKEE COUNTY. 

J. M. Bates, Sec'y Canton. 

G. D. Blackwell .1. . Canton. 

J. R. Boreing Holly Springs. 
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W. L. Dean Woodstock. 

§. A. Harbin Canton, R. F. D. 

M. G. Hendrix Ball Ground. 

Jas. Mayhugh Sutallee. 

R. M. Moore Waleska. 

W. H. Perkinson Woodstock. 

J. M. Turk Canton. 

J. P. Turk Canton. 

T.. W. West Ball Ground. 

*CI.ARKE COUNTY. 

S. C. Benedict Athens. 

J. C. Bloomfield Athens. 

F. W. Coile Winterville. 

W. B. Conway Athens. 

C. C. Echols Whitehall. 

H. M. FulHlove, Sec'y Athens. 

I. H. Goss. .' Athens. 

A. C. HolHday Athens. 

M. F. Mathews Athens. 

J. P. Proctor Athens. 

B. O. Quillian Athens. 

'•'CLAY COUNTY. 

R. T. Crozier, Sec'y Ft. Gaines. 

C. P. Holmes Ft. Gaines. 

J. T. Mandeville Ft. Gaines. 

W. J. Tatum Ft. Gaines. 

W. C. Wimberly Ft. Gaines. 

* CLAYTON COUNTY. 

Clayton county combined with Campbell and a portion 
of Fulton to form the South Fulton, Clayton and Camp- 
bell County Medical Society. Names of members will be 
found under Campbell County. 
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CLINCH COUNTY. 

G. O. Allen Fargo. 

W . B. Hamby Fargo. 

J. A. Moore Dupont. 

* COBB COUNTY. 

E. M. Bailey Acworth. 

G. L. Ezzard Roswell. 

W. C. Humphries Acworth. 

W. M. Kemp Marietta. 

J. E. Lester Kennesaw. 

J. D. Malone Marietta. 

J. D. Middlebrooks Powder Springs. 

W. A. Miller, Sec'y Marietta. 

C T. Nolan Marietta. 

H. V. Reynolds Marietta. 

J. H. Simpson Marietta. 

J. M. Strickland Marietta. 

G. Tennent (honorary) Marietta. 

W. D. Wright .Marietta, R. F. D. 

COFFEE COUNTY. 

S. L. McElroy '. Willacoochee. 

J. M. McDonald McDonald. 

D. H. Meeks Nichols. 

I. W. Moorman Ambrose. 

W. F. Sibbett Douglas. 

S. L. Vincen Nichols. 

* COLQUITT COUNTY. 

Lee Bond Barney. 

E. Daniel Moultrie. 

J. H. Hall Moultrie. 

W. J. Hicks Moultrie. 

W. S. Howell Moultrie. 
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W. L. Jerkins Moultrie. 

R. C. Lindsey, Sec'y Moultrie. 

G. G. Tyson Funston. 

J. I. Wilson Moultrie. 

COX.UMBIA COUNTY. 

Combined with Richmond. 

F. H. Phillips Harlem. 

Z. McD. Story Winfield. 

(express office, Thomson) 

♦ COWETA COUNTY. 

T. S. Bailey, Sec'y Newnan. 

A. A. Barge Newnan. 

J. L. Barge Newnan. 

F. M. Brantley (honorary) . . . Senoia. 

J. M. Couch Moreland. 

W. F. Culpepper Senoia. 

T. B. Davis Newnan. 

R. E. Foster Sharpburg. 

A. R. Hogg Grantville. 

J. C. Jackson Newnan. 

T. J. Jones Newnan. 

E. L. Merrill Turin. 

A. C. North Newnan. 

Paul Penniston Newnan. 

J. W. Quillian Newnan. 

J. C. Stovall Turin. 

W. H. Tanner Newnan. 

W. A. Turner Newnan. 

G. E. Weems Newnan. 

CRAWFORD COUNTY. 

J. L. LeSueur Roberta. 

W. T. Smith. Robley. 



Roi*L OF Membership. 417 

CRISP COUNTY. 

W. E. Edwards Cordele. 

V. O. Harvard Arabi. 

T. J. McArthur Cordele. 

DADE COUNTY. 

No members. 

DAWSON COUNTY. 

No members. 

* DECATUR COUNTY. ; 

V. Berry Bainbridge. 

G. Chason Bainbridge. 

J. D. Chason Bainbridge. 

H. H. Cheatham, ;Sec'y Bainbridge. 

S. J. Chestnut Bainbridge. 

P. L. Hollingsworth Bainbridge. 

J. E. Toole Bainbridge. 

* DEKALB COUNTY. 

W. S. Ansley, Sec'y Decatur. 

A. A. Bagwell Ingleside. 

J. A. Bell Lithonia. 

J. A. Farmer Lithonia. 

E. F. Fincher ,. . East Atlanta. 

R. P. Glenn Edgewood. 

G. T. Kesner Decatur. . , 

F. P. Nisbet Kirkwood. 

H. M. Smith Edgewood. 

L. S. Smith Edgewood. 

J. M. Tribble Lithonia. 

A. R. Watkins Cross Keys 

F. M. Young Atlanta. 
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* dodge county. 

Ocmulgee MedicaJ Association. 
Members from Dodge, Pulaski and Telfair counties. 

G. W. Bordeaux Chester. 

W. H. Born ....McRae. 

E. C. Brown Hawkinsville. 

D. M. Buchan Eastman. 

W. B. Carswell Cochran. 

C. J. Clark Chauncey. 

J. B. Clark Eastman. 

R. L. Forehand Cochran. 

J. A. George ! Hawkinsville. 

J. D. Herrman ,. , Eastman. 

N. P. Jelks Hawkinsville. 

L. C. Kimberly Empire. 

H. S. Maloy Milan. 

J. K. Maloy Milan. 

W. C. Maloy Rhine. 

J. L. Mathews Hawkinsville. 

W. A. Mathews Hawkinsville. 

G. W. McWhorter Eastman. 

W. E. Miller, Sec'y Eastman. 

R. J. Morgan (honorary) . . . .Cochran. 

Y. H. Morgan Cochran. 

J. F. Powell Eastman, R. F. 0. 

J. W. Roland Cochran. 

J. R. Rose : . . . .Eastman. 

A. A. Smith Hawkinsville. 

A. L. Smith Empire. 

H. J. Smith McRae. 

S. P. Smith Younker. 

J. J. Stone Hawkinsville. 

C. E. Taylor Cochran. 
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J\ n. Walker Cochran. 

R. L. Whipple Cochran. 

A. L. Wilkins Eastman. 

* DOOLY COUNTY. 

South Georgia Medical Association.- 
Members from Dooly and Crisp counties. 

T. F. Bivins Vienna. 

F. M. Bruce Pineview. 

D. H. Calhoun Seville. 

Byron Daniel Cordele. 

E. B. Davis Byronville. 

J. N. Donniny Seville. 

W. N. Edenjfield Pinehurst. 

W. E. Edwards Cordele. 

J. T. Gammagc Pineview. 

Archie Griffin Luke. 

V. O. Harvard Arabi. 

A. R. Heyward Warwick. 

G. M. D. Hunt Cordele. 

T. J. McArthur, Secy Cordele. 

J. S. McKenzie Cordele. 

H. A. Mobley . . . . " Vienna. 

H. B. Roberts Cordele. 

H. H. Ship Finelson. 

H. M. Smith Cordele. 

R. H. Stovall Vienna. 

O. B. Tucker Pitts. 

F. R. Wallace Cordele. 

J. A. Ward .Cordele. 

A. J. Whelchel Coney. 

F. E. Williams Vienna. 

L. O. Wooten Unadilla. 
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* dougherty county. 

A. S. Bacon Albany. 

W. W. Bacon Albany. 

W. L. Davis Albany. 

J. W. Hall Oakfield. 

A. H. Hilsman Albany. 

P. L. Hilsman Albany. 

J. M. McCaskell Albany. 

Hugo Robinson, Sec V Albany. 

L. E. Welch, Jr. . : Albany. 

* DOUGLAS COUNTY. 

W. K. Burnett Winn. 

R. B. Cloud, Sec'y Austell. 

J. T. Henley Douglasville. 

J. L. Selman Douglasville. 

J. R. Smith Douglasville. 

T. R. Whitley Douglasville. 

* EARLY COUNTY. 

W. H. Alexander Blakely. 

C. R. Barksdale, Sec'y Blakely. 

W. J. Jennings Blakely. 

J. G. Minter Blakely. 

W. B. Standifer Blakely. 

ECHOLS COUNTY. 

No members. 

EFFINGHAM COUNTY. 

B. P. Powers Egypt. 

H. R. Tarver Guyton. 

* ELBERT COUNTY. 

F. L. Adams Elberton, R. F. D. 

D. P. Bell Elberton, R. F. D. 
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T. W. Bond Elberton. 

J. E. Cole Middleton. 

J. A. Dillesham Bowman. 

U P. Eberhardt Elberton. 

B. W. Hall Bowman. 

H. B. Harper Harper. 

A. S. Johnson Bowman. 

J. E. Johnson . .' Elberton. 

A. B. Mathews Elberton. 

A. J. Mathews Elberton. 

W. J. Mathews, Sec'y Elberton. 

A. S. Oliver Elberton. 

A. C. Smith Elberton. 

A. S. J. Stovall Elberton. 

O. B. Walker Bowman. 

EMANUEI. COUNTY. 

E. F: Coleman Graymont. 

L. P. Lane Stillmore. 

W. J. McNaughton Covena. 

A. M. Rountree Adrian. 

G. L. Smith .- Swainsboro. 

G. E. Youmans Adrian. 

J. R. Youmans Stillmore. 

Iv. P. Youmans Swainsboro. 

*:pannin county. 

J. B. Chastain Blue Ridge. 

A. F. Christopher Mineral Bluff. 

C. B. Crawford, Sec^ Blue Ridge. 

J. M. Daves Blue Ridge. 

N. C. Goss Cartecay. 

E. L. Prince Morganton. 

J. H. Randle Ellijay. 

J. S. Tankersley Ellijay. 

W. C. Thomas Blue Ridge. 
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* fayette county. 

W. R. Camp Fayetteville. 

J. A. S. Chambers Inman. 

J. A. Lester Fayetteville. 

E. C. Seawright, Sec'y Fayetteville. 

G. W. Wallis Fayetteville. 

E. B. Weldon Inman. 

* FLOYD COUNTY. 

J. p. Ballenger Armuchee. 

H. H. Battey Rome. 

J. H. Chenney Silver Creek. 

R. P. Cox Rome. 

J. W. Curry Rome. 

R. B. Cuthbert Rome. 

Wm. DeLay Rome. 

W. L. Funkhouser, Sec'y Rome. 

T. R. Garlington j. . Rome. 

R. M. Gray Everett Springs. 

Chas. Hamilton Rome. 

L. P. Hammond Rome. 

R. M. Harbin Rome. 

W. P. Harbin ,. . Rome. 

J. E. Iney .' Rome. 

J. C. Mull Shannon. 

J. L. Murdock Lindale. 

I. Sewell Cave Springs. 

W. J. Shaw Rome. 

H. A. Turner Lindale. 

J. C. Watts Rome. 

R. H. Wicker Rome. 
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* FORSYTH COUNTY. 

M. T. Bramlett Gumming. 

G. P. Brice Flowery Branch, R. F. D. 

John Hockenhull Gumming. 

J. H. Hockenhull, Sec'y Gumming. 

T. R. Lipscomb Flowery Branch, R. F. D. 

W. B. Pirkle Flowery Branch. 

A. S. Strickland Gumming. 

♦frankun county. 

C. L. Ayers, Sec'y Garnesville. 

J. H. Bowen Ganon. 

J. R. Brown..., Red Hill. 

G. F. Bush Walnut Hill. 

W. W. Gornog Lavonia. 

J. M. Freeman Lavonia. 

J. R. Hall Garnesville. 

H. L. McGrary Royston. 

J. O. McGrary Royston. 

F. G. Moss Royston. 

G. M. Parker Garnesville. 

J. W. Starr Ganon. .^. 

* FULTON COUNTY. 

L. Amster Atlanta. 

G. R. Andrews Atlanta. 

W. T. Asher Atlanta. 

A. Avary Atlanta. 

J. G. Avary Atlanta. 

J. B. Baird Atlanta. 

E. G. Pallenger Atlanta. 

S. T. Bamett Atlanta. 

A. H. Baskin Atlanta. 

C. F. Benson Atlanta. 
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M. T. Benson Atlanta. 

E. B. Block Atlanta. 

F. K. Boland Atlanta. 

C. E. Boynton Atlanta. 

J. H. Bradfield Atlanta. 

Frances Bradley Atlanta. 

J. N. Brawner Atlanta. 

Geo. Brown Atlanta. 

W. T. Brown Atlanta. 

A. W. Calhoun Atlanta. 

J. L. Campbell Atlanta. 

M. G. Campbell Atlanta. 

W. E. Campbell Atlanta. 

E. C. Cartledge Atlanta. 

W. L. Champion Atlanta. 

L. B. Clarke Atlanta. 

T. J. Collier Atlanta. 

H. P. Cooper Atlanta. 

J. H. Crawford Atlanta. 

J. M. Crawford Atlanta. 

L. M. Critchton Atlanta. 

J. D. Cromer Atlanta. 

W. A. Crowe Atlanta. 

E. C. Davis Atlanta. 

H. R. Donaldson Atlanta. 

R. T. Dorsey Atlanta. 

J. W. Duncan Atlanta. 

J. G. Earnest Atlanta. 

W. S. Elkin Atlanta. 

J. N. Ellis Atlanta. 

W. B. Emery, Sec'y Atlanta. 

L. C. Fischer Atlanta. 

A. P. Flowers Atlanta. 

A. L. Fowler Atlanta. 
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J. R. Garner Atlanta. 

J. McF. Gaston Atlanta. 

C. G. Giddings Atlanta. 

W. L. Gilbert Atlanta. 

J. M. Goldsmith Atlanta. 

W. S. Goldsmith Atlanta. 

S. H. Green Chattahoochee. 

K. H. Hall Atlanta. 

T. H. Hancock Atlanta. 

L. S. Hardin Atlanta. 

H. F. Harris Atlanta. 

C. D. Heard Atlanta. 

J. H. Hines Atlanta. 

A. G. Hobbs Atlanta. 

F. G. Hodgson Atlanta. 

Michael Hoke Atlanta. 

J. B. S. Holmes Atlanta. : 

J. W. Hooper Atlanta. 

T. V. Hubbard Atlanta. 

G. P. Huguley Atlanta. 

M. McH. Hull Atlanta. 

C. D. Hurt .Atlanta. 

J. S. Hurt Atlanta. 

J. W. Hurt Atlanta. 

M. B. Hutchins Atlanta. 

W. C. Jamagin Atlanta. 

J. L. Jarvis Atlanta. 

J. H. Johns Atlanta. 

J. C. Johnson Atlanta. 

E. G. Jones Atlanta. 

L. H. Jones Atlanta. 

W. T. Jones Atlanta. ' ' 

Willis Jones Atlanta. 

W. S. Kendrick Atlanta. 
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J. P. Kennedy Atlanta. 

R. R. Kime Atlanta. 

J. C. King Atlanta. 

J. N. LeConte Atlanta. 

H. M. Lokey Atlanta. 

T. C. Longino Atlanta. 

T. D. Longino Atlanta. 

Oscar Lyndon Atlanta. 

J. L. McDaniel Atlanta. 

F. W. McRae Atlanta 

P. L. Moon Atlanta. 

W. H. Moss .Atlanta. 

C. E. Murphey Atlanta. 

W. P. Nicolson Atlanta. 

G. H. Noble Atlanta. 

J. C. Olmsted Atlanta. 

W. B. Parks Atlanta. 

L. T. Pattillo Atlanta. 

G. F. Payne Atlanta. 

B. E. Pearce Atlanta. 

W. E. Person Atlanta. 

M. A. Purse Atlanta. 

K. L. Reid Atlanta. 

E. H. Richardson Atlanta. 

R. B. Ridley, Jr Atlanta. 

E. C. Ripley Atlanta. 

J. B. Roberts Atlanta. 

W. C. Roughlin Atlanta. 

Dunbar Roy ....*.. Atlanta. 

S. A. Samuels Atlanta. 

Annie Sawyer Atlanta. 

W. A. Selman Atlanta. 

W. B. Sharp Atlanta. 

J. R. Simpson .Atlanta. 
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Archibald Smith Atlanta. 

C. A. Smith ' Atlanta 

E. Smith Atlanta. 

W. M. Smith Atlanta. 

I. C. SmuUyan Atlanta. 

J. E. Sommerfield Atlanta. 

L. P. Stephens Atlanta. 

A. W. Stirling : Atlanta. 

C. C. Stockard Atlanta. 

C. W. Strickler .Atlanta. 

F. M. Sutton Atlanta. 

W. E. Taylor Atlanta. 

E. C. Thrash Atlanta. 

J. S. Todd Atlanta. 

T. Toepel Atlanta. 

G. C. Trimble East Point. 

A. H. Van Dyke Atlanta. 

E. Van Goidtsnoven Atlanta 

S. A. Visanska Atlanta. 

C. P. Ward Atlanta. 

W. F. Westmoreland Atlanta. 

W. E. Wilmerding Atlanta. 

J. C. White Atlanta. 

Bernard Wolff Atlanta. 

H. S. Wright Atlanta. 

GILMER COUNTY. 

Members of the Fannin County Societ/ 

N. C. Goss Cartecay. 

J. S. Tankersley Ellijay. 
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* glascock county. 
T. J. M. Kelley Gibson. 

B. B. Kitchens ilitchell. 

R. T. Lasseter, Sec'y Gibson. 

GLYNN COUNTY. 

H. M. Branham Brunswick. 

C. H. Meldrim St. Simon's Mill. 

* GORDON COUNTY. 

D. J. Borders Red Bud. 

W. A. Borders Sonoraville. 

W. Con Sugar Valley. 

J. M. Erwin- CalhoUn. 

W. B. Floyd Planeville. 

C. F. McClain Calhoun. 

G. W. Mills, Sec'y. Calhoun. 

J. E. Pritchard Resaca. 

W. A. Richards Calhoun. 

GRADY COUNTY. 

* GREENE COUNTY. 

E. G. Adams, Sec'y Greensboro. 

W. E. Adams Greensboro. 

J. C. Ashburn Greensboro. 

J. L. Durham Woodville. 

J. H. Gheesling Greensboro. 

C. C. King White Plains. 

J. R. Robins Siloam. 

* GWINNETT COUNTY. 

C. E. Davenport Buford. 

P. F. Dickens Duluth. 

W. T. Hinton Dacula. 
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N. H. Pierce Suwanee. 

W. W. Power Buford. 

J. W. Quillian .Buford. 

W. J. Rowe Buford. 

O. O. Simpson , Norcross. 

W. P. Walker Norcross. 

B. V. Wilson, Sec'y . . Dacula. 

J. P. Woodward Lawrenceville. 

* HABERSHAM COUNTY. 

J. K. Bums Clarkesville. 

J. W. Crawford, Sec'y; Cornelia. 

G. C. Erwin Young Harris. 

J. B. Jackson Clarkesville. 

S. R. Rogers Mt. Airy. 

O. T. White Mt. Airy. 

* HALL COUNTY. 

J. W. Bailey Gainesville. 

W. R. Barnwell. . .*. Oakwood. 

A. J. Cavinder Dahlonega. 

D. J. Cobb Flowery Branch. 

J. H. Downey Gainesville. 

T. C. Gower Gainesville. 

E. P. Ham Gainesville. 

W. G. Ham Ganiesville. 

J. A. Kitchens Gainesville. 

W. W. Lisle Oakwood. 

W. B. Lockhart Belton. 

J. D. Mauldin New Holland. 

R. L. Neal Gainesville. 

W. A. Palmour Gainesville. 

P. E. B. Robertson, Sec y Gainesville. 

J. B. Rudolph Gainesville. 
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H. L. Rudolph Gainesville. 

G. W. Scroggs Oakwood. 

K. A. Smith ; Gainesville. . 

HANCOCK COUNTY. 

R. A. Cason Jewell. 

C. S. Jernigan Sparta. 

J. L. Kirkendol Jewell. 

G. R. Patillo Culverton. 

H. L. Ray Devereaux. 

HARAI^SON COUNTY. 

No members. 

* HARRIS COUNTY. 

W. H. Campbell ,. .Chipley. 

W. C. DeLamar Mt. Hill. 

W. E. Farley, Sec'y Hamilton. 

J. L. Riley Hamilton. 

J. L. Sappington Whitesville 

V. G. Williams . . Chipley. 

HART COUNTY. 

G. S. Clarke Hartwell. 

A. P. Hanie Hartwell. 

I. L. McCurry Hartwell. 

B. C. Teasley Hartwell. 

H. E. Thornton Hartwell. 

HEARD COUNTY. 

C. M. Mickle Texas. 

* HENRY COUNTY. 

J. G. Campbell McDonough. 

J. A. Combs Locust Grove. 

B. E. Horton Flippen. 
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N. J. Langston Luella. 

C. D. McDonald McDonough. 

A. R. Scott McDonough- 

D. W. Scott McDonough. 

J. G. Smith, Sec'y McDonough. 

C. L. Tucker McDonough. 

J. E. Woods McDonough, R. F. 1) 

HOUSTON COUNTY. 

R. L. Cater Perry. 

J. D. Coleman Henderson. 

J. T. Coleman Perry. 

J. O. Mann Elko. 

O. G. Singleton Fort Valley. "- 

J. B. Smith Perry. 

* IRWIN COUNTY. 

W. C. Ashley Ocilla. 

T. E. Bradley Osierfield. 

W. J. Dismuke Irwinville. 

E. J. Dorminy Fitzgerald. 

W. D. Dorminy Fitzgerald. 

J. C. Fussell Fitzgerald. 

J. B. George Ocilla. . ' 

J. E. Goethe Ocilla. 

A. Harper Wray. 

J. R. Howell Ocilla. i 

J. C. Luke OciHa. 

L. S. Osborne, Sec'y Fitzgerald. 

E. A. Russell Fitzgerald. 

F. D. Thompson Fitzgerald. 

D. B. Ware Fitzgerald. 

C. B. White Fitzgerald. 

T. E. White Fitzgerald. 

C. H. Wilcox Irwinville. 
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* jackson county. 

L. C. Allen Hoschton. 

C. B. Almond Winder. 

J. C. Bennett Jefferson. 

C. O. Brock Jefferson. 

J. A. Bryan, Sec'y Pendergrass. 

J. G. Elder Jefferson. 

L. G. Hardman Commerce. 

W. B. Hardman Commerce. 

W. L. Hood Nicholson. 

F. M. Hubbard Commerce. 

M. F. Nelms Commerce. 

H. P. Quillian Commerce. 

S. T. Ross Winder. 

L. Sanders Commerce. 

O. E. Shankle Commerce. 

L. J. Sharp Commerce. 

S. J. Smith Jefferson. 

A. D. White Pendergrass. 

JASPER COUNTY. 

W. M. Bullard Monticello. 

J. G. Coile Monticello. 

L. M. Ellis Monticello. 

H. E. Ezzell Monticello. 

* JEFFERSON COUNTY. 

G. T. Brown.^ Wadley. 

W. B. Holmes Wadley. 

P. Hubert Louisville. 

G. W. Kitchens Avera. 

O. T. Lasseter Spread. 

J. W. . Pilcher Stellaville. 
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C. H. Raley Wrens. 

J. C. Raley Avera. 

C. G. Todd, Sec'y Wrens. 

JEFF DAVIS COUNTY. 
JENKINS COUNTY. 

L. J. Belt Millen. 

E. F. Jones Herndon. 

H. A. Jones Millen. = 

JOHNSON COUNTY. 

J. W. Brinson Wrightsville. ! 

S. M. Johnson Wrightsville. 

* JONES COUNTY. 

J. F. Anderson Clinton. 

J. W. Anderson Clinton. 

H. L. Anchors, Sec'y Haddock. 

John Hardeman Haddock. 

S. B. Poland Gray. 

T. A. White Round Oak. 

*I.AURENS COUNTY. 

W. R. Brigham, Sec'y Dublin. 

F. Bright Dublin. 

J. R. Buchan Mullis. 

J. G. Carter Scott. 

R. J. Chappell Dudley. 

T. H. Hall Dudley. 

E. New Dudley. 

J. M. Page Dudley. 

H. Rushin Dudley. 

W. C. Sessoms Brewton. 

R. H. Stanley Dublin. 

W. B. Taylor Dexter. : . . I 
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L. J. Thomas Dublin. 

M. D. Vickers Lallie. 

S.Walker Dublin. 

J. L. Weddington Dublin. 

LEE COUNTY. 

W. T. Simpson Smithville. 

H. Smith Smithville. 

* LINCOLN COUNTY. 

J. J. Burch Double Branches. 

W. B. Crawford Lincolnton. 

H. L. Culbertson Amity. 

W. H. Estes Leathersville. 

J. C. Groves, Sec'y r. . .Lincolnton. 

T. P. Mitchell Lincolnton. 

LOWNDES COUNTY. 

A. G. Little ' Valdosta. 

E. P. Quillian Olympia. 

C. T. Quinn Naylor. 

J. M. Smith Valdosta. 

T. M. Talbot Valdosta. 

J. C. Wilson Valdosta. 

LUMPKIN COUNTY. 

A. H. Cavinder Dahlonega. 

H. C. Welchel Dahlonega. 

* m'du^fie county. 

S. Gibson Thomson. 

E. S. Harrison Thomson. 

A. J. Mathews Thomson. 

B. F. Riley, Jr., Sec'y Thomson. 
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D. A. Rodgers Deering. 

Z. M. Story Winfield. 

F. N-. Ware Thomson: 

MCINTOSH COUNTY. 

p. S. Clark Darien. 

MACON COUNTY. 

H. C. Derrick , Oglethorpe. 

C. A. Greer Oglethorpe. 

G. N. Niles Marshallville. 

C. H. Richardson Montezuma. 

* MADISON COUNTY. 

J. L. Baker Carlton. 

J. S. Daniel Danielsville. 

O. L. Deadwyler Carlton. 

W. D. Gholstin Danielsville. 

A. J. Griflfeth, Sec'y Comer. 

G. W. Westbrook Danielsville, R. F. D. 

R. J. Westbrook Danielsville. 

MARION COUNTY. 

A. S. Boyett Dranesville. 

S. A. Murray Buena Vista. 

* MERIWETHER COUNTY. 

J. L. Dixon Woodbury. 

W. P. Ellis Gay. 

P. W. Fitts, Sec'y Greenville. 

R. B. Gilbert Greenville. 

W. H. Godwin Bullochville. 

J. T. Latimer Lone Oak. 

F. H. Letson Lone Oak. 

J. W. Pinkston Greenville. 
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J. S. Snead St. Marks. 

C. P. Stipes Odessadale. 

E. B. Terreir. . . .* Greenville. 

* MILLER COUNTY. 

E. B. Baughn, Sec y Colquitt. 

E. B. Bush Colquitt. 

J. P. Cook Colquitt. 

MILTON COUNTY. 

No members. 

* MITCHELL COUNTY. 

J. L. Brown Camilla. 

I. A. Bush, Jr., Sec'y Camilla. 

O. B. Bush.... Pelham. 

J. R. Clements Pelham. 

W. S. Hill Pelham. 

H. H. Jones Sale City. 

F. L. Lewis Camilla. 

C. W. Reid ..Pelham. 

J. P. Sharp Baconton. 

J. M. Spence Camilla. 

* MONROE COUNTY. 

G. L. Alexander* Forsyth. 

O. C. Collins Forsyth. 

J. O. Elrod Forsyth. 

R. C. Goolsby Juliette. 

J. F. Lancaster, Sec'y Forsyth. 

R. C. Mosely . . Bolingfbroke. 

W. P. Ponder.. Forsyth. 

J. R. Shannon Cabaniss. 

S. H. Smith Culloden. 

Samuel Wilson Strouds. 
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MONTGOMERY COUNTY. 

T. N. Baker Higgston. 

M. L. Curry Ailey. 

W. W. Evans Higgston. 

R. L. Fox Mt. Vernon. 

J. M. McAllister Mt. Vernon. 

J. H. McArthur Long Pond. : 

J. W. Palmer Ailey. 

MORGAN COUNTY. 

W. E. Adams Madison. 

J. W. Ashford Madison. 

A. K. Bell Madison. 

R. W. Trotter Madison. 

J. H. Troutt Pennington. 

MURRAY COUNTY. 

No members. ' 

* MUSCOGEE COUNTY. 

B. W. Allen Columbus. 

J. M. Baird Columbus. 

J. M. Crook Columbus. 

Martin Crook Columbus. 

J. I. Darby Columbus. 

C. A. Dexter, Sec'y Columbus. 

W. T. Gautier Columbus. 

C. N. Howard Columbus. 

J. H. McDuffie Columbus. 

T. E. Mitchell .Columbus. 

J. T. Moncrief Columbus. 

S. E. Young Midland. 

D. C. Ticknor Columbus. 

C. L. Williams Columbus. 
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* newton county. 

N. J. Anderson Covington. 

S. W. Everett Almon. 

J. L. Gibson Covington, R. F. D. 

R. L. Hollis Hayston. 

O. L. Holmes, Sec'y Covington, R. F. D. 

E. W. Ragsdale Covington. 

W. M. Taylor Starrsville. 

W. D. Travis Covington. 

P. Wilson, Jr . . . Newborn. 

* OCONEE COUNTY. 

J. T. Elder Farmington. 

S. A. Elder High Shoals. 

W. T. Haygcxxl Farmington. 

J. W. Hinton High Shoals. 

E. H. Kennimer Bishop. 

S. S. Smith Watkinsville. 

W. M. White, Sec'y Watkinsville. 

OGIvETHORPE COUNTY. 

W. D. Carter Winterville. 

F. W. Coile Winterville. 

W. L. Green Point Peter. 

W. T. Nash Philomath. 

W. H. Reynolds Lexington. 

PAULDING COUNTY. 

E. H. Robertson Dallas. 

* PICKENS COUNTY. 

W. C. McClain Marble Hill. 

• J. T. Mills, Sec> Nelson. 

F. C. Richards Jasper. 

W. B. Tate Tate. 
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PIERCE COUNTY. 

M. G. Chancy Offerman. 

W. R. Moore Patterson. 

T. E. Oden Blackshear. 

J. H. O'Quinn Patterson. 

W. P. Williams Blackshear. 

* PIKE COUNTY. ' 

J. M. Anderson Bamesville. 

W. H. Aycock Williamson. 

J. C. Beauchamp Williamson. 

J. A. Corry Bamesville. 

J. R. Graves Zebulon. 

M. M. Head, Sec'y Zebulon. 

A. P. Kemp Bamesville. 

R. A. Mallory Concord. 

G. M. McDowell Molena. 

J. H. Phillips Milner. 

J. M. Rogers Bamesville. 

S; Rumble Bamesville. 

J. O. Whatley, Bamesville. 

* POLK COUNTY. 

W. J. Adair Rockmart. 

Wm. Bradford Cedartown. 

W. A. Chapman Cedartown. 

J. J. Cooper Cedartown. 

W. G. England Cedartown. 

J. W. Good Cedartown. 

J. A. Liddell Cedartown. 

C. W. Peek Cedartown. 

J. E. Pennington Esom Hill.. 

R. N. Spinks Cedartown. 

J. C. Trentham Cedartown. 

C. V. Wood, Sec'y Cedartown. 
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PUIvASKI COUNTY. 

Members of the Ocmulgee Medical Association. 

E. C. Brown Hawkinsville. 

J. M. Home Finleyson. 

N. P. Jelks •. . . Hawkinsville. 

A. A. Smith Hawkinsville. 

J. J. Stone Hawkinsville. 

* PUTNAM COUNTY. 

S. A. Clark, Sec'y Eatonton. 

L. O. McCalla Eatonton. 

W. B. Moore Eatonton. 

V. H. Taliaferro Eatonton. 

E .Y. Walker Willard. 

J. D. Weaver Eatonton. 

QUITMAN COUNTY. 

No members. 

RABUN COUNTY. 

No members. 

* RANDOLPH COUNTY. 

T. H. Andrews Cuthbert. 

F. G. Barfield, Sec^ Cuthbert. 

W. W. Binion Benevolence. 

B. E. Bridgeman Shellman. 

A. L. Crittenden Shellman. 

J. H. Hendry Shellman, R. F. D. 

E. C. McCurdy Shellman. 

G. Y. Moore Cuthbert. 

F. D. Patterson Cuthbert. 

F. S. Rogers Coleman. 

W. T. Rogers Coleman. 

A. F. Weathers Shellman. 
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♦RICHMOND COUNTY. 



J. E. Allen .Augusta. 

W. H. Battey Augusta. 

G. V. Baxley Grovetown. 

J. R. Bell Blythe. 

C. A. Blanchard Augusta. 

C. P. Brightwell Augusta. 

C. P. Bryans Augusta. 

H. Brooks Augusta. 

J. M. Caldwell Augusta. 

T. D. Coleman Augusta. 

C. W. Crane Augusta. 

A. A. Davidson Augusta. 

A. J. Deas Augusta. 

W. H. Doughty Augusta. 

Hinton Eve Augusta. 

E. C. Goodrich Augusta. 

W. H. Goodrich Augusta. 

J. *E. Greene Augusta. 

S. Hankinson Hephzibah. 

W. H. Harrison, Jr Augusta. 

W. Z. Holliday Augusta. 

Geo. Home Augusta. 

W. R. Houston Augusta. 

J. M. Hull Augusta. 

W. C. Kellogg, Sec'y .Augusta. 

A. J. Kilpatrick .Augusta. 

Geo. Lehman Augusta. 

Moses Levy Augusta. 

J. R. Littleton Augusta. 

W. C. Lyle .Augusta. 

H. H. Malone ,. .Augusta. 

R. B. McLaws Augusta. 
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H. Michel Augusta. 

C. J. Montgomery Augusta. 

N. Moore Augusta. 

E. C. Morris Hephzibah. 

J. B. Morgan Augusta. 

Geo. Mountain Augusta. 

W. H. Mulherrin Augusta. 

E. E. Murphy Augusta. 

T. E. Oertel Augusta. 

F. H. Phillips. Harlem. 

E. P. Rice Augusta. 

W. F. Roseboro Augusta. 

Jno. Schreiber Augusta. 

A. H. Story Augusta. 

L. P. Tessier Augusta. 

R. H. Thigpen Augusta. 

A. S. Tinsley Augusta. 

G. A. Traylor Augusta. 

A. C. Wade Augusta. 

R. J. Walton Harlem. 

G. A. Wilcox Augusta. 

J. B. Wright Augusta. 

T. R. Wright Augusta. 

ROCKDALE: COUNTY. 

With Newton county. 
J. A. Guinn Conyers. 

SCHLEY COUNTY. 

Members of Sumter County. 

B. L. Bridges Ellaville. 
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*scre:ven county. 

D. H. Blackburn Ogeechee. 

L. J. Belt Millen. 

H. W. Doster Rocky Ford. 

E. N. Eckert Oliver. 

W. W. Evans Millen. 

H. E. Ezell.. Oliver. 

A. D. Lewis Sylvania. 

W. R. Lovett Sylvania. 

Frank Mims Mears. 

S. W. Mims Sylvania. 

G. M. Overstreet Sylvania. 

B. F. Powell Sylvania. 

J. W. Powell Sylvania. 

G. S. Roach Johnston's Station. 

W. E. Rushing, Sec'y Baffin. 

B. R. Saxon Sylvania. 

* SPAI.DING COUNTY. 

E. R. Anthony Griffin. 

W. M. Byne Griffin. 

M. F. Carson Griffin. 

T. J. Collier Griffin. 

N. B. Drewry Griffin. 

T. E. Drewry Griffin. 

G. F. Johnson Griffin. 

T. J. Mitchell Griffin. 

J. L. Moore Griffin. 

/. T. Nunnally Griffin. 

T. J. Phillips Griffin. 

J. F. Stewart Griffin. 

J. M. Thomas, Sec'y Griffin. 
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* stephens county. 

J. H. Crawford, Sec'y Martin. 

J eflf Davis Toccoa. 

J. H. Edge Toccoa. 

H. M. Freeman Toccoa. 

J. E. D. Isbell Toccoa. 

Thos. H. Lyon Martin. 

W. L. McBath Avalon. 

W. H. Parker Mize. 

J. H. Terrell Toccoa. 

J. C. Vemer Martin. 

* STEWART COUNTY. 

R. E. L. Bamum Richland. 

A. G. Fort, Sec'y Lumpkin. 

F. B. Gregory Lumpkin. 

T. F. Harper. . Weston. 

J. M. Kenyon Weston. 

J. F. Lunsford Preston. 

J. C. Patterson Lumpkin. 

W. W. Peeks Louvale. 

C. E. Pickett Richland. 

J. B. Tanner Lumpkin. 

J. S. Wimberly Lumpkin. 

A. R. Wright Lumpkin. 

* SUMTER COUNTY. 

Members from Schley and Lee. 
H. B. Allen, Sec'y Americus. 

B. L. Bridges Ellaville. 

F. L. Cato DeSoto. 

1. E. Cato Americus. 

r. A. Chappell Americus. 

J. C. Fields .Americus. 
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H. J. Logan Americus. 

J. F. McMath Americus. 

G. T. Miller Americus. 

W. S. Prather Americus. 

J. R. Statham Americus. 

P. A. Thomas Americus. 

B. T. Wise Plains. 

T'AtBOT COUNTY. 

W. P. Leonard Talbotton. 

* TALIAFERRO COUNTY. 

A. H. Beazley, Sec'y Crawfordville. 

L. R. Brown Sharon. 

A. C. Davidson Sharon. 

R. J. Power Crawfordville. 

A. T. Ray Sharon. 

J. A. Rhodes Crawfordville. 

TATTNAI.Iv COUNTY. 

O. L. Alexander Reidsville. 

J. W. Daniel . . Glennville. 

S. T. Ellis Hagan. 

J. J. Kennedy , . Collins. 

J. L. McLean Birdford. 

B. E. Miller Daisy. 

G. W. Toattle Vance. 

TAYLOR COUNTY. 

W. W. Edwards Butler. 

J. E. Mangham Reynolds. 

TELFAIR COUNTY. 

Has members in the Ocmulgee Medical Asssociation. 

W. H. Born McRae. 

J. L. Frazier McRae. 
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B. M. Kennon McRae. 

H. S. Maloy Milan. 

R. H. Mobley Lumber City. 

L. Napier Lumber City. 

J. W. Neal Scotland. 

* TERREI^L COUNTY. 

J. T. Arnold Parrott. 

R. E. Bowman Bronwood. 

Guy Chappell Dawson. 

W. B. Cheatham Dawson. 

O. G. Cranford Sasser. 

J. G. Dean Dawson. 

H. W. Harris, Sec'y Dawson. 

O. T. Kenyon Daw^son. 

L. Lamar Dawson. 

J. H. Lewis Dawson. 

E. C. McClennan Parrott. 

J. W. Patterson Dawson. 

L. Thomas Dover. 

H. A. Wall Bronwood. 

J. H. Williford Parrott. 

* THOMAS COUNTY. 

H. Ainsworth, Sec'y Thomasville. 

H. C. Cook Thomasville. 

B. A. Daniels Thomasville. 

C. H. Ferguson , . . Boston. 

J. N. Isler Meigs. 

J. H. Jenkins Thomasville. 

H. Jones Cooledge. 

D. C. Montgomery Thomasville. 

J. B. Palmer Oclocknee. 
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A. P. Taylor Thomasville. 

T. J. Taylor Thomasville. . 

H. A. Vann Boston. 

*TIF*T COUNTY. 

0. Daniel, Sec'y .Tifton. 

W. G. Devane Omega. 

W. H. Hendricks Tifton. 

G. W. Holmes Tifton: 

G. W. Julian Tifton. 

J. A. McCrea Tifton. 

N. Peterson Tifton. 

F. B. Pickett Ty Ty. 

TOOMBS COUNTY. 

1. E. Aaron Lyons. 

E. P. Bomar Ohoopee. 

J. M. Meadows Vidalia. 

W. F. Peacock Vidalia. 

J. F. Webb Lyons. 

TOWNS COUNTY. 

Geo. C. Erwin Young Harris. 

(member Habersham County Society.) 

* TROUP COUNTY. 

B. H. Brock Mountville. 

B. C. Daniel Hogansville. 

A. J. Fowler Hogansville. 

J. H. Hardy LaGrange, R. F. D. 

A. F. Harrington West Point. 

R. N. Hogg West Point. 

J. S. Horsley West Point. 

J. S. Horsley, Jr West Point. 

R. H. Jenkins Hogansville. 
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J. F. Jones Hogansville. 

R. A. Justice LaGrange. 

J. H. Lane LaGrange. 

W. H. McClendon Lanett, Ala. 

Hugh McCuIloh Lanett, Ala. 

D. E. Morgan LaGrange. 

W. E. Morgan LaGrange. 

R. J. O'Neal Langdale, Ala. 

J. M. Poer West Point. 

F. M. Ridley LaGrange. 

F. M. Ridley, Jr LaGrange. 

H. R. Slack La:Grange. 

W. P. Smith Glenn. 

P. A. Tatum West Point. 

T. W. Taylor West Point. 

H. W. Terrell, Sec'y LaGrange. 

A. J. Tuggle LaGrange. 

R. P. White Antioch. 

* TURNER COUNTY. 

W. L. Story Ashburn. 

T. H. Thrasher Ashburn. 

W. J. Turner, Sec'y Ashburn. 

C. E. Walker Sycamore. 

* TWIGGS COUNTY. 

G. E. Chapman, Sec'y Danville. 

E. J. Denson Allentown. 

I. E. Dupree Danville. 

T. S. Jones . Jeffersonville. 

E. McNair Jeffersonville 

M. H. O'Daniel Bullards. 

J. G. Slappy Jeffersonville. 

W. W. Wimberly Adams Park. 
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UNION COUNTY. 

F. J. Erwin Blairsville. 

* UPSON COUNTY. 

A. H. Black Thomaston. 

G. W. F. Hannah Thomaston. 

J. W. Herring Thomaston. 

G. W. King Thomaston. 

J. M. McKenzie Thomaston. 

J. C. Weaver, Sec'y Thomaston. 

K. S. Williams Thomaston. 

* WAI.KER COUNTY. 

M. M. Crowder Cedar Grove. 

D. G. Elder LaFayette. 

J. H. Hammond, Sec'y LaFayette. 

J. P. Hunter Kensington. 

J. J. Johnson LaFayette. 

J. P. McWilliams Greenbush. 

C. C. L. Rudicil Chickamauga. 

J. A. Shields Villanow. 

J. M. Underwood LaFayette. 

♦WAI^TON COUNTY. 

R. p. Adams Bethlehem. 

R. A. Cook Social Circle. 

J. B. H. Day Social Circle. 

R. A. Hammond Monroe. 

G. P. Hurst Monroe. 

J. L. Long Monroe. 

O. N. Pendergrass, Sec'y Monroe. 

J. A. Pirkle Monroe. 

J. W. Smith . Monroe. 

W. D. Spearman Social Circle. 
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I. N. B. Spence Social Circle. 

D. A. N. Thomas Jersey. 

G. R. Wells Monroe. 

* WARE COUNTY. 

J. G. Bagley .Millwood. 

L. J. Burch Folkston. 

A. B. English V/a3^cross. 

A. Fleming Astoria. 

F. C. Folks Waycross. 

G. P. Folks Waltertown. 

N. A. Frier Bickley. 

R. P. Izlar Waycross. 

M. M. Johnson, Sec'y Waycross. 

J. H. Latimer Waycross. 

J. E. Lee Waycross. 

J. K. Maloy Beach. 

D. H. Meeks Nichols. 

W. E. Middleton Waycross. 

J. A. Moore Dupont. 

T. E. Oden Blackshear. 

C. R. Oglesby Waycross. 

J. H. Redding Waycross. 

J. C. Rippard Waycross. 

J. E. W. Smith Waycross. 

S. L. Vincen Nichols. 

J. L. Walker Waycross. 

R. M. Ware Waycross. 

W. P. Williams Blackshear. 

J. C. Wright Folkston. 

* WARREN COUNTY. 

G. R. Maner, Sec'y Warrenton. 

R. D. Nash Norwood. 
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W. W. Pilcher Warrenton. 

E. G. Scruggs Warrenton. 

J. T. Snider Jewells. 

* WASHINGTON COUNTY. 

D. L. Cheatham Sandersville. 

J. B. Dillard Davisboro. 

J. H. Evans Davisboro. 

L. A. Graybill. , . Oconee. 

E. A. Harris Sandersville. 

D. C. Harrison Harrison. 

H. A. Hermann, Sec'y Sandersville. 

G. W. Malone Sandersville. 

S. B. Malone Sandersville. 

D. E. McMaster Tennille. 

L. P. McBride Oconee. 

R. L. Miller Tennille. 

P. C. Nunn Sandersville. 

J. E. Peeler Deepstep. 

Wm. Rawlings Sandersville. 

C D. Redding Warthen. 

O. L. Rogers Sandersville. 

WAYNE COUNTY. 

J. G. Tuten Jesup. 

WEBSTER COUNTY. 

Members of Stewart County Society. 

T. F. Harper Weston. 

J. M. Kenyon Weston. 

J. F. Lunsford Preston. 

WHITE COUNTY. 

No members. 



452 Medicai, Association o^ Georgia. 

whitfiei*d county. 
W. E. Wood Dalton. 

WII.COX COUNTY. 

A. H. Crawford Abbeville. 

J. N. Dorminy Seville. 

J. T. Gammage Pineview". 

Archie Griffin Luke. 

C. D. McRae Rochelle. 

J. Y. H. Smith. . .* Rochelle. 

* WII.KES COUNTY. 

J. E. Amason .Washington, R. 

Ralph Comer Tignall. 

J. J. Hill Washington. 

R. J. McNeil Danburg. 

H. M. Sale Tignall, R. F. L 

A. W. Simpson, Sec'y Washington. 

R. A. Simpson Washington. 

J. T. Wills Washington. 

WII.KINSON COUNTY. 

E. J. Denson Allentown. 

J. H. Duggan Irwinton. 

J. D. Thompson Toomsboro. 

* WORTH COUNTY. 

p. E. Bell Sylvester. 

T. J. Bridges Sylvester. 

L. F. Grubbs, Sec'y Sylvester. 

H. M. Jeffords Sylvester. 

W. L. Sikes Sylvester. 

H. W. Smith : Poulan. 

J. L. Tracey Sylvester. 
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